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ndoscopy. The majority of the 380 were examining the larynx 
: 


Prepared by request for the srnational Medical Congress, Lor 


st, 1913 











ine JACKSON: RECENT PROGRESS IN ENDOSCOPY. 


by direct laryngoscopy, but only seventy-nine of them had attempt 
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1 body work. On 


ed bronchoscopic or esophagoscopic foreign 
thirty-five of the laryngologists cared to do this work, stating that 
they believed it should be referred to a few men The views ¢ 
many are well expressed in the following letter from Dr. Derricl 


I’. Vail: “I have referred such cases to those who are equippe 
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ritical moment upon the part of any factor (person, instrument 
apparatus) in the organization. It is such failure that makes 


vide difference between the percentage of mortality shown i 
statistics of the work of the occasional operator and of the 
clinics. In esophagoscopy the same holds true in regard to foreig: 
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work, where lack of skill may cause dangerous dyspnea, whicl 





with lack of promptness and precision, may prove fatal. In 
llagnosis and treatment of disease, the same degree of skill is neces 


sary for sate introduction and promptness and precision are neces 


sary in order that esophagoscopy for diagnosis will be advised as 
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progress made by the radiographer in lateral radiography of the 


has not only been of great aid in the general localization 


and visceral landmarks, but also in conjunction with the 


ide suggested by Dr. bi yyce and perfected by the author 
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nection with the lateral radiograph the 


caliper guide wil 


point of the bronchoscope in close relation with the foreig: 


r<¢ by 


searched ; 


this method being used, of course, 
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greatly diminishing the number of small bronchial 


only in cast 


foreign bodies which have fallen into a very small bronchus 


far ol 


it near the periphery of the lun 


of the point of the bronchoscope depends upon a mark 


the skin 
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foreign body had, by a valve-like action, imprisoned more air in 


the obstructed side, so that there was a very marked emphysema 


shown by the radiograph on the obstructed side. The negative 
report from the radiographer remains to-day as it always has been 
unreliable, because many bodies are not opaque to the ray, and, 
moreover, the foreign body may not be the same as that of whicl 
we get a history. In addition to this, even metallic bodies at times 
do not show. For instance, in one of the author's cases, that 

an enormous woman of 53, expert radiographers, for a period of 


two vears, made quite a number of exposures, but were 


1 


demonstrate a tack which they finally demonstrated to be present 


and which the author removed. Such occurrences will doubtless 
less and less frequent because of the steady advance in the t 
perfection of radicgraphy \ number of recent cases have mac 





Figure 3 Thimble bit block originall sugwested ) B < nd 
yroved by Mckee and McCread iether is insufflated throug! he tube 
if needed, for esophagoscop The tube on the rite ylock ey] t ised 


yvronchoscopy. 


it quite clear that it is necessary to do a bronchoscopy if there is 
any reason to expect from the history that there is a foreign bod 

located somewhere in the air-passages or the esophagus, notwitl 

standing a negative ray finding and a total absence of symptoms, 
for it is remarkable how tolerant the trachea, bronchi and the 
esi yphagus become to the presence of foreign bodies after the initial 
symptoms immediately following the accident have subsided 
Radiography has been of great aid in the study of diseases of the 
esophagus, but it has been clearly demonstrated that they are apt to 
be quite misleading if taken alone without endoscopy. For in 
stance, one case sent to the author for the removal of a diverticulum, 
was found not to be a diverticulum at all, but an enormous dilata 
tion of the entire esophagus due to an abdominal esophagismus 
This dilatation was filled with food so that when the bismuth por 
ridge was swallowed it simply lodged on top of the mass of food 


The food did not throw a shadow, bunt the porridge did in a mass 
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closely resembling a diverticulum. On introduction of the esopha 
goscope, nearly two quarts of stale food was removed. Further 
more, to attempt to make a diagnosis and treat diseases of the 
esophagus on the ray findings alone, or supplemented with labora- 
tory and blind methods is to ignore the greatest of recent progress 


in the treatment of diseases of the esophagus. It is not enough t 














Figure 4. Showing the best position of the operator, patient and assist 
ant for direct laryngoscopy on adult patients under local anesthesia. The 
sitting. position of the operator renders laryngeal exposure easy for pa- 
tient and operator; whereas the usual standing position of the operator 
throws the patient into a posture that renders laryngeal exposure 
difficult as well as throwing the trachea out of line. The assistant’s right 
index-finger is used for counter-pressure either backward or laterally, as 


needed 


know that there is a diverticulum, a dilatation or a spastic stenosis 
To do effective work, it is necessary to know the condition of the 
mucosa and especially the lesions in the abdominal esophagus, and 
the cardial portion of the stomach. There is absolutely no way 
of knowing these without the esophagoscope. 
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Instruments: Quite a number of new forms of illumination and 
new tubes have been devised, and they practically all have don 


good service in the hands of skillful men. In the statistics which 


the author gathered, 


there was practically no difference either in 


‘ 1 








. : : : : 
the mortality or the pe rcentage of successiul removals of toreigt 
bodies between the different kinds of tubes and illumination. Far 
. s9arier j - 1 1 1 
more depended on the individual skill of the operator Doubtless 
the best instrument for each operator is the one with which he hi 
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( 
re § Schemat istration of normal position of the ntra 
ea, and also of the entire trachea when the patient is in the corre 
ition for peroral bronchoscopy, such as the original Kirstein posit 
that shown in Figure 3. When the head is thrown backward (as in the 
isual or in the Rose position) the anterior convexity of the cervical spine 
transmitted to the trachea of which the axis is no longer straight 





practiced most. Efforts to produce jointed and angular esopha- 
goscopes and gastroscopes continue, and all such should be en- 
couraged (provided great care is exercised) because all effort re- 
sults in increased attention to the esophagus and its diseases. There 
is absolutely no hope that any esophageal instrument will ever b 
devised that will be safe unless carefully used, because even the 
soft rubber stomach tube has been known to cause fatal perfora 
tion. One of the most successful of the angular esophagoscopes is 
the indirect one of Lewisohn. I saw it passed upon a patient with 


practically no discomfort and the view was good. In its present 
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form it is, of course, adapted to simple inspection, not for the re 
moval of foreign bodies or specimens, nor for probing or palpation, 
Wiping or medication. For dealing with foreign bodies and disease 
high up in the esophagus, the author has found exceedingly useful, 


an elongation of his laryngeal speculum. This instrument is 25 
cm. long for use in adults, and with it there is very mwch less ris! 
of overriding foreign bodies in the high situation than with the 
esophagoscope. ‘This esophageal speculum has also been found par 
ticularly useful for the breaking up of those rare congenital webs 
first described by Mosher and Clark, and of the high strictures of 
the esophagus which result from decubitus ulcers resulting from th« 
mixed infections complicating enteric fever, scarlatina, diphtheri: 
and like conditions and the breaking down of gummata. ‘Thes« 
webs and strictures yield quite readily to the breaking up and stretch 
ing with this speculum. Some few forms of cicatricial stenoses, 
especially those following the breaking down of gummiata, have 

tendency to recur and it is necessary to repeat the treatment fre 
quently, but in most of the conditions, a very few treatments art 
sufficient, a divulser being only occasionally required. Yankauer has 
perfected an aspirator for the removal of secretions operated by 

small exhaust fan in connection with an electric motor. He has als 

used a jet of compressed air blowing sidewise across the proximal 
tube-mouth to blow away the secretions coughed out by the patient 
to prevent them soiling the mirror of the Bruenings lamp or Nirstein 
head-light. It certainly is a comfort to see the stream of coughed 
up secretion being projected off sidewise instead of getting it in 
one’s face. Ingals uses an electric aspirating pump originally de 
vised for massage of the ear. A number of endoscopists are using 
various forms of aspirators attached to a water faucet. In using 
this, it is necessary to exercise precaution if commercial circuits 
are used for illumination, lest the current be “grounded” through 
the water pipes, especially when withdrawing long aspirating tubes 
The author prefers, for esophagoscopy, an aspirator in the wall of 
the esophagoscope or gastroscope, the exhaust being by an aspirat 
ing syringe. The positive pressure side of the syringe also has a 
soft rubber tube, and in case the aspirating canal in the wall of the 
esophagoscope becomes obstructed, a change of the soft rubber tube 
from the negative pressure to the positive pressure will force out 
any clots or other obstructions which may have entered the canal 
The author does not use any form of aspirator, either in the wall 
of the tube or otherwise in the bronchoscope. He has found that 


the best of all ways to remove abundant secretions and blood dut 
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ing bronchoscopy is to insert a large swab on the usual long Cool 


idge sponge-carrier, pushing it down until the large gauze sponge 
; 
i 


7oes bevond the distal end of the bronchosco} c Then the patient 
g i l 


will cough the bronchoscope full of the fluid, and the withdrawal 
} 
3) 


yf the carrier and swab will pull up often as much as an entire 

















Figure 6. Lateral radiograph (by Dr. George C. Johnston) of a child 


4 years, showing the normal direction of the trachea A pale streak 


seen extending backward as well as downward, ending at the foreign body 


in the right bronchus There is a narrowing of this streak at the bifurca 


tion, representing a flattening from before backwards Compare schema, 


Figure 5 


tube full of secretions at a time, just as the water above the plunger 
of an ordinary pump will lift the water which is above the plunger. 
This is one of the advantages in working under slight anesthesia or 
none at all. Contrary to many of the statements that have ap 
peared, the form of aspiration used by the author has absolutely 
nothing to do with distal illumination. There is no form of il- 
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lumination that will enable the operator to see through a pool o! 
blood and secretion. How to remove the fluid in the least possible 
time is the study of all endoscopists and the aspirator in the wal 


of the esophagoscope is used because there is no interruption of the 


work. It is a common thing at a gastroscopy to remove a pint ot 


fluid without any interruption. Safety-pin closers continue to b 


devised. The last one by Hubbard is very ingenious, and doubtless 


will be useful for purposes other than closing pins. As is well 
known, wide gagging of the mouth interferes very seriously wit! 
endoscop \ll that is necessary is to keep the patient from biting 
the tubes. For this purpose I have found the bite block devised | 

Boyce and modified by my assistant McKee of great service. Th 
inesthetizing tube is used for insufflation of anesthesia during 


} 


y that I use general anesthesia. ] 


esophagoscopy, though it is rarely g 


bronchoscopy is used, the anesthetic is insufflated through the 
bronchoscope. For amputation of the cancerous and the tubercu 
lous epiglottis, I have found most useful a very heavy snare can 
nula armed with No. 5 steel piano wire and fitted to the massive 
handles of the Peters tonsil snare. By firm downward pressure ot 


the cannula the loop can be made completely to amputate the 11 








volved epiglottis, e masse as demonstrated by dissection of the 


1 


fum, not through its lumen. Wide gagging, as pointed out by the 


removed tissues. The cannula is passed beside the laryngeal specu- 


author many years ago, prevents proper laryngeal exposure and 


may thus defeat efforts at bronchoscopy by forcing the mandibl: 


down on the hyoid bone. All that is needed in the way of 


a gag 


a bite block to prevent the patient closing his jaws on the delicate 


tube. For this, Dr. Boyce devised the thimble bite block which has 


recently been modified in shape by Dr. McKee and an ether tub: 
has been added by Dr. McCready. Ether is insufflated when neede 


o 
s/ 


for esophagoscopy. In bronchoscopy the insufflation is done throu 
the bronchoscope. 

Preparation of the patient: In all instances of obstructive dis 
eases of the esophagus, it is very essential to have the patient re 
gurgitate after taking a copious drink of water in order to mak: 


sure that dilatations or diverticula, if present, may be emptied 


Diverticula can be emptied sometimes by pressure on the neck, but 


in any event, the presence of large quantities of food in the esopha 


gus interferes very seriously with esophagoscopy and introduces 


great element of danger if a general anesthetic be used. In all 


cases in which time permits it is very essential, before bronch 


scopy, esophagoscopy or gastroscopy, that the patient be prepared 























JACKSON: RECENT PROGRESS IN ENDOSCOPY. 731 
as for any operative procedure by a carthartic, rest in bed, and the 
mouth should always be thoroughly cleansed by numerous brush 
ings of the teeth and rinsing the mouth with 30 per cent alcohol, 
which is the best non-toxic antiseptic. The author's early insist 
ence upon strictly aseptic operating-room technic in all forms of 
peroral endoscopy, while much ridiculed at the time, has come to 


be recognized everywhere as quite essential in a procedure which 








Figure 7. Illustration of a positive film used for overlaying t« 
ilization of foreign bodies or lesions in the thorax The lower whit 
line (D-D) corresponds to the diaphragm, the middle line (P-D) to the 


assist 


dome of the pleura. These lines assist in placing the overlay The upper 
ne (V-C), corresponding to the vocal cords, is occasionally usefu 
[Twelve photographic enlargements are on hand so. that a film of the size 
(rather than the age) is available for any sized patient The few monute 
‘ather than the age) is available for any sized patient The few minute 


necessarily frequently comes in contact with tuberculosis, pneu- 
monia, diphtheria, erysipelas, and other infectious diseases. It is 
a matter of great gratification to the author that in fifty examina- 
tions of swabs used for wiping secretions from the bronchi, in no 
one instance was there found any trace of epithelial cells or of such 
forms of bacteria as would prove that the instruments had been 
in any way contaminated by contact with the mouth. This is 
worthy of note in connection with the obtaining of inoculation ma- 








terial for 
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the production of autogenous vaccines in cases of chroni 


bronchitis. 


Position of the patient: For adults, the sitting position is vet 


satisfacto 


position 1 


rv for diagnosis. For infants and children, the dorsal 


s better because of better control of the patient. In for 


eign body cases, whether adults or children, the patient shoul 


always be recumbent, never erect, because in the erect positior 


gravity works against the operator, and the foreign body ma 


reach a deeper point in the air-passages than it would in the re 


‘umbent 


position. This is particularly true of foreign bodies 


the larynx and pharynx, which should never be touched unless the 


patient is 


in the Trendellenberg position. Quite a large propo 


tion of the foreign bodies in the bronchi that have been sent in to 


the autho 


when dis} 


r, were originally in the larynx or pharynx and fell dowt 


laced by the attempts of the operator, who first saw th 


‘ase, to remove the intruder. ‘There seems to be quite prevalent 


faulty co1 


iception of the position of the patient. The correct posi 


tion for direct laryngoscopy was demonstrated by Kirstein man) 


years ago. 


It consists chiefly in an extreme anterior movement of 


the cervical spine, with extension at the occipito-atlantal joint. In 


the recumbent position the anterior placing of the cervical spin 


means rai 
| > 

DV Bovce 
in the ke 


to render 


sing the head above the level of the table, as demonstrated 
. To allow the head to “hang over the end of the tabl 
se position,’ as recommended in so many text-books, is 


endoscopy extremely difficult or impossible. Dr. John 


ston has demonstrated the usefulness of flexing the head for direct 


laryngoscopy on the recumbent patient, putting a pillow under th 


patient’s head, the operator standing to the left side of the patient 


The Johnston position is particularly advantageous where the 
R J > 


operator 


is without a regularly trained assistant with whom he is 


in the habit of working, because anyone can hold the head on the 


pillow. 
Johnston 
is brough 


prevent a 


The position is not adapted to bronchoscopy, though 
used it to start the tube, and then the head of the patient 
t into the Boyce position. This requires skill and care 


ny traumatism to the trachea in making the change. ‘The 


Boyce position requires a trained assistant. and operator and assist 


ant must 


work together, under which circumstances the Boyce posi 


tion is ideal for bronchoscopy. I have found the Johnston position 


exceedingly useful in disease of the cervical spine where the chil 


dren were fixed in an apparatus which I did not need to disturb to 


get an ex 


cellent view of the larynx. The most important point of 
all positions in tube work is the extreme anterior position of the 
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spirating 
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ervical spine, and for this the operator should 
as shown 
he lateral position for bronchoscopy and esophagoscopy 
real advantag« 
he lowerm«e 
almost as 

wick of gauze hanging out over from thx 
If secretions are too | 


the gauze is frequently replaced by a 


’ sctad 
onnecteqd 


This rids th 











Inesthesia: 


ion of ether into the buttock 


ious by ethylchlorid. 


nto the trachea, especially to eliminate the possibility 
lisease, as insisted upon by Elsber 

Henry Janeway 
irk in the insufflation of nitrous oxid and oxygen for this put 
se, thereby doing away with one objection that has been raise 


gastroscopy, 


Davis reports the 


for gastroscopy, and 





of the intr: 


f a child primarily 
heal 


r direct larvngoscopy for the insertion of the anesthetizing tub¢ 


] 


Insufflation 


he has 


anesthesia. He 


gastroscopic examinations without any anesthetic 


lowernx 





insufflation 


anesthesia is used 
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recent progress in anesthesia for peroral endoscopy is toward 

use of no anesthetic at all. In general anesthesia the total abolitio 

of the cough-reflex should only be for short periods. The fact 
+1] j ] 


lo good work in many cases in spite of mode 
| i 


degree of cough, and the cough can be advantageously used 


operator Will ¢ 


the air-passages of secretion as elsewhere herein explained, Aite1 
. 1 ° : ] ¢ 

a short period of tubal contact in bronchoscopy, coughing less 

and often practically ceases, especially in infants without 


anesthetic having been used. 


] } ] ’ - thre PETE al 
In general surgery, anesthesia is required for three purposs 
1) Lhe obtunding of pain, (really analgesia ) ; 2) the abolitio 
7 1 . Lacan Fart ainl, j ition: 
reflexes, (relaxation); (2) for psychic effect, (mainly abolition 
apprenension for peroral endoscopy, analgesia is not requ) 
c 5 ] . ] ] 14 Bi np 1, > ‘ 
for the pain in careful work js exceedingly slight. Anesthes 
} : . } } 11 . n+ 
he lessening of the reflexes is only occasionally necessat 
{ } oe 1 ue inmate Aa ck cen neat .. "ae 
prehension can be abolished or greatly diminished by the 
; ; 10} t nal +] 
I L1T1e] nental s € 1} igh tne persona OT tne 
¢ Lhe deg ef ) nis O varies vide W it the pers 
Ty 
qu ( ) ( ( I S el as ot the ] LT1¢ ihe ope 
1 ¢ 
l Stu 1 KCC His € r¢ 
en I et S patient ml 1x¢ m1 1 
1 ale ] ] 1 
reathing ( al egulat ind \ O€ ilong 
t thetic al o better work than another operat 
] { : aretts Wowace ; | 
veneral anestnet i ite oree Witl ruenings that ti 
14 ] 1 ? 1 
YeCTi¢ ines es el nie ults ecni iS unlust 
TY} t] r heo nit hic 1 oo ] ‘ n sth rc 
{ il UCL dS ( > Mt i persolldal ¢ S LICSLIIC 
asis for discussion. Jn children under 6 years of age no anest 
general or Cal, snould be sed for direct laryngoscopy, pet 
bronchoscopy or esophagoscopy except that general anesthesia 


be advisable in case of very sharp foreign bodies as safety-pit 
ish-hooks threatening perforation from coughing or vomi 
Even in such cases general anesthesia is absolutely contra-indi 
if there is the slightest dyspnea. Cocain is needless and danget 
in children. For adults no anesthesia, general or local is necess 


for esophagosc Py for diagnosis, or for foreign bodies, save in 


of very large and sharp foreign bodies to relax the esophageal 


accessory musculatures, thereby lessening the liability to 
trauma from the extraction of very large foreign bodies that 
sharp or rough through a spasmodically constricted lumen. 
use of a general anesthetic in cases of foreign bodies in the esop! 
gus enormously increases the danger of respiratory arrest as s 


as manipulation of the foreign body is commenced. Therefor 
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hloroform should never be used, though it may be added if neces 
sary for relaxation after the stimulant effects of ether insure safety 
Local anesthesia of the esophagus is needless. The esophagus is 
juite insensitive as anyone can demonstrate upon himself by swal 
lowing very hot tea. After the cricoid level is passed 


sensation. Therefore, local anesthesia, if used at all. 











Y 
limited to the laryngo-pharynx, but in most cases even this is quite 
innecessary, and most patients can distinguish little difference in 
liscomfort. For direct laryngoscopy for diagnosis, anesthesia 
the larynx, including the epiglottis, is needed. It is better not 
ipply cocain below this point until a primary inspection has be 
made, because of the altered appearances due to hemia. | 
‘reign bodies in adults, ain should not be applied with any forn 
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applicator. A spray is much less likely to dislodge the intrude 


nd often none at all is needed. For diagnosis and the removal 


specimens or neoplasms, loca! anesthesia is often requir I 
‘ 1] : ‘ na ] +7191 cartel ‘ 
moval of small angiomata and edematous gr hs ( 





neral anesthesia may be necessary because these tumors shrink 
iy disappear under local anesthesia so as to render accurate worl 
impossible. For bronchoscopy, if tracheotomy is done, whether in 


idults or children, it should be under local infiltration anesthesia 


ever, under any circumstances whatever, under general anesthesia 


the last 107 


odies in children under 6 years of age, done in my clinic, n 


bronchoscopies and esophagoscopies for foreign 


nesthetic general or local, has been used. Ten of these cases have 


























«ob JACKSON: RECENT PROGRESS IN ENDOSCOPY, 


been in the children of physicians, every one of whom expressed 
it that no anesthetic was used, and in each instance the 
doctor was present at the removal of the foreign body from his 
own child. There is no question in the author's mind but that all 


forms of anesthesia, general or local, introduce a great element ot 
danger to the handling of foreign-body cases in children, mor 
hen chloroform is used In adults, with ether, the 
very slight. The ordinary risks of chloroforn 
anesthesia are enormously increased in esophagoscopy, for which 


chloroform is absolutely contra-indicated. Intra-tracheal insufflatio: 


inesthesia with the Elsberg apparatus is ideal for esophagoscopy 
Pechn Many interesting points in regard to technic were 
uught out by replies to my circular letter of inquiries. Space 
orbids taking these up, but one point is worthy of mention. |! 


as very much astonished to find some men were still using 





mandrin to pass an esophagoscope, and one endoscopist uses 
mandrin even for passing a bronchoscop¢ In esophagoscopy, th« 
es uld always be passed by sight, lest a foreign body be 
11 ~ ] he : - 
OV diseased wall encountered In bronchoscopy 


mandrin is a needless encumbrance, and I believe has altogethe: 
been abandoned by bronchoscopists of large experience everywhere 
t laryngoscop Considering the fact that it is now eigh 


ince Kirstein demonstrated the feasibility of examin 


the larynx by direct methods, and considering the developments 








of INillian who made it possible, and of Bruenings, Von Eicken an 


others, and taking into consideration also the fact that the larynx 
of any child can be examined in a few seconds without any anes 
thesia, either general or local, it is a very remarkable thing that 
here remains in the world any laryngologist who is to-day 


availing himself of this method, but is depending upon an inferet 


tial diagnosis from the appearance of the epiglottis, for it is but 


seldom that we can see more than this by the indirect method 
ounger children There has been a tendency, in the last fe 


years, to question the value of direct laryngeal methods for diagn 


sis in adults. While it is undoubtedly true that the indirect method 


is of the greatest value and always will be, it is also true that 
many instances diagnosis of laryngeal infiltrations is frequent] 


cleared up by the different viewpoint obtained in direct lary: 


goscopy. Bruenings states that the early hopes of direct laryngeal 


operating have not been entirely fulfilled. This is true only so fat 


as it relates to the hopes of those who did not fully understand tl 


work, and who supposed that because the operative procedures wer 
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direct, that it would be easy without special training for the operator 
already facile in ordinary faucial and pharyngeal work. Of course, 
it is true that until a man has worked a long time, he experiences the 
difficulty of which Bruenings speaks, and which I presume he has 
observed in pupils, namely, that the “delicacy and fineness of move- 
ment of the right hand is considerably interfered with by the left 





‘igure 10 ‘llustrating the position of the caliper-guide in getting 
‘tments by which the point of the bronchoscope can be brought, later 
yronchoscopy, in close proximity to a foreign body For use in casé 
small foreign bodies in minute bronchi Suggested by Dr. John W 


hand being exerted simultaneously.” Yet on precisely the same 
basis it might be argued that the pianoforte is a failure, because 
accuracy of execution in the treble is interfered with because 

ne hand only and that the left one’ has to pound out those 
rich, full, deep, wide interval chords that are the great charm of 
the pianoforte. The difference is that the pianist expects to prac- 
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tice for years to acquire skill, whereas many laryngologists thinl 
that long years of laryngology should enable them to do skillfu! 
endoscopic work with little practice. If the pupil is taught 
practice constantly the introduction of the laryngeal speculum witl 
the left hand only, and using his right hand only to move the pa 
tient’s upper lip out of the way of injury (with the index-finger 
he will soon acquire perfect mastery of prolonged left-handed ex 
posure and co-ordinate movement of the two hands in dire 
operating. I believe this has been too little insisted upon, though 
is one of the most. important conditions for the advancement « 
the usefulness of direct endoscopic operating. Greater skill 

be acquired and all work expedited if all handling of tubes 
specula be done with the left hand only. leaving the right hand fre 
at all times for the manipulations of forceps and other instrument 
Trained in this way, 1 believe the pupil will not be disappoint 
especially if he has a trained assistant to place the patient’s head 
and neck in the proper position, and to make counter-pressure witl 
the index-finger upon the thyroid cartilage externally. This cour 
ter-pressure lessens, to a very great degree, the amount of pressurt 
xerted with the left hand upon the tip of the speculum, witl 
subsequent less exertion with the operator’s left hand, and, 


ourse, less discomfort to the patient. Papilloma in adults is 


always curable by repeated removals by direct laryngoscopy wit! 
interim applications of alcohol. Eventually there results a thi 
ening and hardening of the laryngeal mucosa, which makes a b 
soil for the growth of papillomata, The author has never yet faile 
to cure a case in adults in this manner; but the treatment has e) 
tended over a number of years in some instances. Papillomata 
children in many instances will yield to the same treatment. In 
few, however, it is necessary to do laryngostomy, with Roentge: 
ray applications to the open larynx. The author is utterly 
loss to understand why writers on this subject persist in advising 
general anesthesia for the removal of papillomata in children 
general anesthetic is absolutely contra-indicated in every disease 
the larynx in children. It is, moreover, absolutely unnecessary) 
Cocain is very toxic for children and should never be used, and 
also is quite unnecessary. Skillful, direct removal is almost painless 
in children, and after a number of sittings children usually do not 
even cry, though infants usually do. The work of Harmon Smit! 
on fulguration for the treatment of papillomata in children by endo 
scopic methods has vielded excellent results, and marks a distin 


advance in the treatment of these stubborn cases. Abundance 
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evidence has been forthcoming proving the great usefulness of the 
galvano-cautery in the treatment of tuberculous infiltrations in the 
larynx, and all of the laryngologists that have used the direct meth- 
ods for these applications are enthusiastic as to the precision with 


which the caustic point can be applied. The direct method exposes 
to view the anterior surface of the posterior wall of the arytenoid 


1 


masses, and thus the point can be applied practically perpendicular! 




















T 


‘igure 11 Radiograp b br. George C. Johnstor showing yreigr 


bod (primer) at the bottom of the pleura cavit of a hild of 4 rs 


Foreign body removed b nleuroscopys 


to the surface, which is in great contrast to the indirect method b: 


which a more or less lateral application of the point renders ac 
curate puncture more difficult, and sometimes impossible. Further 
more, it matters little how intolerant the patient may be to the 
laryngoscopic mirror; he cannot in any case whatsoever prevent the 
skillful operator from making an accurate application. Direct 
laryngoscopy has opened up a new field in the local treatment of 
tuberculous lesions. The usefuiness of endoscopy in malignant dis- 
ease of the larynx ends with the inspection of both sides of the 
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party wall and the taking of a specimen. Following the initiative 
of Sir Felix Semon and Mr. Butlin, my series of cures of malignant 
diseases of the larynx from the operation of thyrotomy in intrinsic 
disease of small extent, has been such a gratification to me that 
I feel that it would be a step backward to attempt endo-laryngeal 
removal, and I have seen nothing in the recent progress of endo- 
scopy to lead me to modify my views. The precision with which a 
specimen can be taken by the endoscopic method, so as to include 
a little of the bordering normal tissue, gives a character of cer- 
tainty and reliability to the preliminary examination of the specimen 
that seldom pertains to the little fragments so often obtained by the 
indirect method. Plastic operations on the cicatricial adventitious 
vocal bands have yielded the author excellent results in cicatricial 
larynges following laryngostomy, the chondritis of typhoid fever, 
lues, tuberculosis, and also in one case of malignancy, which, after 
thyrotomy, had an anterior cicatricial web preventing approxima- 
tion, as reported in a recent article by the author. 

Bronchoscopy: ‘The closure and removal of open safety pins in 
the esophagus has now become a relatively common procedure with 
the endoscopist, but the closure and removal of an open safety pin 
from the trachea by oral bronchscopy has been recently very skill- 
fully done by Hudson-Makuen. Space forbids mention of many 
mechanical problems of removal successfully coped with. A num- 
ber of them go to prove that, however difficult the problem, the 
temptation to remove a foreign body by main strength must be re- 
sisted. Instead, careful thought will evolve a plan, by a new de- 
vice or by a modification of the old, or by version of the foreign 
body—in short, some means by which the high percentage of mor 
tality sure to attend forcible extraction may be obviated. Benign 
tumors within the lumen of the trachea, seem to be quite rare. 
though possibly when bronchoscopy for diagnosis comes to be 
more frequently resorted to, they will be more common. Emil May- 
er reports the very interesting case of a child with a peculiar crow- 
ing respiration and physical signs of absolute obstruction of the 
lower portion of the right lung; ray-examination negative. At 
bronchoscopy, a papilloma was found filling the lower portion of 
a bronchial tube, and its endoscopic removal was followed by a 
cure. The endo-bronchial treatment for asthma and for other dis- 
eases, advocated by Ephrain and others, and used by Emil Mayer 
Ingals, Yankauer, Horn, Freudenthal, and others in America. is be- 
coming everywhere a recognized method of treatment in obstinate 





JACKSON : RECENT PROGRESS IN ENDOSCOPY. 741 


cases. As Ingals has stated, it is not to be advocated for general use 
by everyone without previous endoscopic training. As Von Eicken 
has pointed out, it is unnecessary to introduce the bronchoscope in 
order to medicate the bronchi locally. Dr. Emma E. Musson intro- 
duces a soft tube through the glottis by means of the laryngeal 


speculum, and has demonstrated that after the examination of local 

















Figure 12 Radicgraph of woman of 22 years simulating diverticulum 
The bismuth porridge rests upon about 1% liters of stale food in an enor- 
mous dilatation as demonstrated esophagoscopically after emptying. A 


case of abdomina! esophagismus. 





conditions is made bronchoscopically, an occasional bronchoscopy 
during the course of medication will suffice. 

Indications for bronchoscopy: ‘The following indications for 
bronchoscopy are offered for discussion that they may be added to, 
or subtracted from, as the consensus of opinion may indicate. In 
most instances an esophagoscopy is also indicated, especially in 


cases of suspected thoracic disease: 
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1. The appearance, in the radiograph, of a foreign body or of 
any suspicious shadow. 

2. In any case in which there is a clear history of the patient 
having choked on a foreign body, and in which the foreign body 
was not afterward found. In this connection, it must be borne in 
mind that foreign bodies may be multiple, as in one case of my own 
in which a bronchoscopy was not done because after the accident a 
gourd seed was found in the stools. Three months later I removed 
a gourd seed from the bronchus. The child had been playing with 
a whole mouthful of gourd seeds. 

3. In any case in which there are signs of stenosis of the trachea 
or of a bronchus. 

4. In the absence of any foreign-body history, the patient giv- 
ing symptoms of pulmonary tuberculosis, in which the bacilli can 
not be found in the sputum and especially if the physical signs are 
at the base, particularly the right base. and above all, if there are 
physical signs of pleural effusion. A number of instances have 
been recorded (Ingals and others) in which prolonged sojourn ot 


a foreign body in the lung had produced symptoms for which the 


patient was repeatedly tapped for a suspected pleural effusion witl 
out getting fluid. | have myself observed two such cases, one 11 

h the foreign body was present seven vears, and the other 11 
vhich it was present ten years. Those patients had been treated fo1 


tuberculosis, and both had been tapped 


5. <All cases of bronchiectasis should be bronchoscoped for for 
eign bodies, and also for local treatment. Emil Mayer found 


foreign body in one case of bronchiectasis where its presence had 


never been suspected. I, myself, have found bronchiectasis present 
in two cases of prolonged sojourn of a foreign body in the right in 


ferior lobe bronchus, though in both of my cases the foreign bod 
had been discovered radiographically. 
6. Every case of dyspnea, except, of course, pneumonia an 


similar well understood conditions, calls for bronchoscopy. 

7. Every case in which tracheotomy does not relieve the dyspnea 
should be bronchoscoped to determine why the tracheal cannula 
does not give relief. All cases of hemoptysis which are not de- 
finitely proved to be tuberculous should be bronchoscoped for diag 
nosis, and any severe bleeding should be endoscopically packed as 
advised by Killian. I have examined a great many cases of hemop 
tysis to determine the cause of bleeding from the lungs. All ot 


these cases had been, at some time or other, diagnosticated as 
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two of cancer, three of lues. In quite a number 


physical diagnosticians. 


vhich is not positively known. 
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negative, or at least negative opinions had been piven 


g. Every case of paralysis of the recurrent nery 











xure Lateral radiograph (by Dr. Lange 
gure 4, the shadow of the bismut mixt 
mass protruded in the neck and could be eva ited 


with the patient’s hand 


10. In anv case of thoracic disease in which 
loubt exists, valuable information may be gained 
11. In case of doubt as to whether bronchoscop 


not, bronchoscopy should always be done 


very great difference what instrument is used 
. 














Subglottic edema: ‘The cause of subglottic edema is 


most careful consideration. In the author's oj 


indled. We all know that the ©’Dwver intubation tube 


six or seven davs without being followed by subglottic 


Cases, 


should be 


OW 


ma 


everage is exerted, and it is never larger than will comfortabl 





tuberculosis, and many of them proved to be tuberculosis, but 


among the non-tubercular ones, there were three cases of aneurysm 


it has 


been possible to make a diagnosis of tuberculosis from lesions found 
and specimens removed in cases where the physical signs had been 


cf mpetent 


element o! 
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mroncnoscop 
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edema 


except in rare instances. The ©’Dwver tube is short so that no 


fit 
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the lumen of the subglottic larynx. To my mind that is the key 
note to the situation. Large-sized tubes roughly manipulated, and 
what is more important manipulated without a trained assistant 
whose business it is to keep the head in such a position that the 
trachea will at all times be in line with the axis of the tube so that 
the laryngeal tissues do not become the fulcrum upon which the 
bronchoscope may bear and press. Judging by the printed report 
it is customary with most operators to use a far larger diameter 
tubes than is good for the infant larynx. Since 1911. by closely ol 
serving these points, not one case of subglottic edema has occurred in 
the practice of either Dr. Ellen J. Patterson or myself in thirty su 
cessful removals of foreign bodies in the trachea and bronchi of in 
fants under one year, the youngest 2!4 months. Every case was 
done by oral bronchoscopy. In a number of instances, the child 


has become dyspneic within twenty-four or thirty-six hours afte 





the bronchoscopy, but on passing the bronchoscope, a large quantity 
of secretion was removed with complete re-establishment of quie 
respiration and the disappearance of the dyspnea. In other word 
the child was drowning in its own secretions, because children ex 
pectorate with difficulty. This was especially noticeable in cases 
where the foreign body had been some time in the air passages, 
where it was of an irritating nature like a peanut kernel. We have 
had altogether five cases of peanut kernels in the bronchi and in all 
there was present a severe bronchitis with abundant secretion. From 
these observations, and from the written report of cases wher 
tracheotomy has been done for supposed post-bronchoscopic sul 
glottic edema, the author feels sure that in a portion of these cases 
complete relief would have followed the peroral bronchoscopi 
moval of secretions, and he would especially urge that all cases 
post-bronchoscopic dyspnea require not only a direct laryngoscoj 
for diagnosis, but a bronchoscopy for the removal of secretions whi 
infants cannot expectorate. Tracheotomy, except in extreme cases, 
should not be done until after this, save when needed in following 
the cardinal rule of tracheo-laryngeal surgery that “in a dysp1 
patient, tracheotomy should always be done early, never late.” | 
fortunately, the statement crept into the early literature that 
child’s larynx is more easily stretched than that of the adult, 
this has led to the use of tubes entirely too large. In the author’ 
clinic, both Dr. Patterson and myself use tubes of 4 mm, and 5 mm, 
internal diameter, for children under 6 years of age, the 4 mm 
tube being for infants under one year. Our youngest patient from 


whom a foreign body was removed was an infant of 214 montl 
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This was a common pin removed from the right bronchus with a 
tube 4 mm. internal diameter. Faulty direction of the tube on in- 


troducing may easily cause trauma by gouging into the subglottic 
wall, if the axis of the bronchoscope and that of the trachea do not 


coincide at the moment the tube passes the glottis. In ten different 
publications within the last two years, the operators stated that they 

















Figure 14. Radiograph (by Dr. Russell H. Boggs) cf womal 

ears The shadow, which so much resembles a diverticulun was eso 
phagoscopically proved to be a dilatation above a lueti tricture The 
Stricture is behind and above the bottom of the lower border of the shadow 
of the dilatatior Endoscopic dilatation resulted in 


placed the patient in the Rose position. If the patient actually was 


in the Rose position, he was just exactly rightly placed for the bron- 
choscope to gouge into the subglottic wall and to risk a production 
of subglottic edema, especially if the head of the patient were a lit- 
tle more to one side than the other. Heavy hands and heavy 
handles, it must be conceded, are more likely to cause injury to the 


subglottic tissues than right tubes delicately manipulated. Theré 
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fore, I think that heavy introducing instruments should be removed 
leaving only the light delicate bronchoscopic tube for endo-bron- 
choscopic work. 

Peroral or tracheotomic bronchoscopy. Which? Unfortunately, 
the statement has crept into the literature that in infants or small 
children it is preferable to do a tracheotomic bronchoscopy. In the 
opinion of the author this is due to two things: namely, the ignor- 
ing of the precautions mentioned under subglottic edema, and als: 
the fact that when this statement was originally made, illumination 
was not in the relatively perfect condition that is seen on the in 


struments of to-day. In making this statement, the author hopes 





he will not be misunderstood as referring to any difference between 
distal and proximal illumination. He means simply that the light | 
on all forms of instruments to-day is far superior to what it was 11 


the early days. At that time it made a great difference whether the 
tube was a long one or a short one. ‘To-day, | doubt very much 
whether any one can tell by looking through the lumen whether the 
tube is 30 cm. or 50cm, The author has often tested this and found 
the observer unable to tell with a pair of concealed tubes which was 
the longer and which was the shorter, even though one was an 8 
cm. gastroscope. ‘Therefore, a short tube is no advantage so far as 
illumination is concerned. In regard to the manipulation of fot 
ceps, etc., an additional length of 10 or 14 cm. is of no advantage 


whatever. It is true that a somewhat larger tube can be used 


through a tracheotomic wound than through the glottis with safet 
to the subglottic structure, but Dr. Patterson and I have found that f 
a tube of 4mm. internal diameter is amply large for delicate manipu 
lations under the guidance of the eve such as the placing of a hook 
through the eye of a shoe button in the bronchus of a child 6 months 
of age. If one is not accustomed to work through small tubes 
doubtless it is better to do a tracheotomic bronchoscopy than 
force a large tube through the larynx. In upper lobe bronchoscop 
almost as favorable an angle can be obtained by shifting the tube 
to the opposite corner of the mouth, as could be obtained by 
tracheotomic bronchoscopy, provided the assistant, holding the head 
and the operator have worked vears together so that they co-oper 
ate and the head of the patient is carried along with the tube to the 
extreme opposite position from the lobe to be explored. All of 
these things are readily demonstrated on the patient, but unfortun 
ately the statements in the early literature have led men into hast 


tracheotomy rather than to develop the necessary technic to worl 
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with exceedingly small tubes and to avoid damage to the subglotti 
area. Out of 7006 bronchoscopies for all purposes, no one in the 


author’s clinic has ever done a tracheotomy for the purpose ot 























gure 15. Radiograph (by Dr. Geo! 


ge C. Johnston) of a woman of 4 
rs, showing an abdominal esophagismus which was afterward cured by) 
copic mechanical divulsion. The ‘flat floor of the dilatation shows 
previously used blind methods had failed to introduce any instrument 
igh the hiatus The possibility of the radiograph being taker ist 
normal physiologic opening of the cardia in the deglutitor 


eliminated by the elapsed tim«e 


nchoscopy. The only lower bronchoscopy ever done by me fot 
reign body was in a case where the general surgeon had a 


ne a tracheotomy for the compressive stenosis due to a goiter. In 
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that case I failed to find the foreign body, a small pin. With that 
exception, it has always been our custom to insert the bronchoscop: 
through the mouth, even in the cases already tracheotomized for 
dyspnea. Very often patients come in with such severe dyspnea 
that it is unwise to leave them over night without a tracheotomy 
In such cases, the absolute rule in tracheal surgery to do a tracheo 
tomy always early, never late, is followed; but in the first manage 
ment of the case we have always found that a bronchoscope intro 
duced through the mouth is much better for the temporary relief 


of dyspnea, insufflation of oxygen, etc.; and in foreign-body cases 


the bronchoscope introduced through the mouth is much more 
ly manipulated and much more satisfactory to work with because 
the patient’s head is very much less in the way, and all of the 
movements and manipulations are the usual ones in peroral endo 
scopy. 

Pleuroscopy: ‘The author has, in one instance, removed a for- 
eign body, a primer from a shotgun cartridge, from the pleural 
avity through a small opening made in the chest by Dr. J. Hartle: 
\nderson. This was done immediately after the accident and there 
was no odor or pus at any time. General anesthesia was given, and 
the child, after the chest opening was made, was placed in the sit- 
ting position in order that the foreign body would fall to th 
diaphragm. Healing was prompt and the air began to enter the 
lung on the fifth day. The child made a prompt recovery, and now, 
about a year after the operation, is in perfect health. In this class 
of cases, pleuroscopy promises excellent results if done immediate 
ly, before infection or inflammation has set in. Only a small oper 
ing is necessary, and this does not involve anything like the shock 
consequent upon the large osteoplastic flap. The only shock is the 
pleural shock. which is slight, and which in my case was present 
anyway because there was already a pneumothorax before the chest 
was opened. Ina future case, I would aspirate the air after closure 
of the wound. 

Mortality and results of bronchoscopy for foreign bodies: In 
considering the mortality of bronchoscopy, two facts stand out 
prominently. The first is that we should distinguish between the 
mortality of the method on the one hand, and the mortality from 
the lack of promptness and precision in performing it. For in- 
stance, the reports of four of the fatal cases show that the patients 
died upon the table of asphyxia for want of a prompt bronchoscopy 
The reports received show very clearly that the mortality was in 
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the main in inverse ratio to the skill and especially to the experience 


of the operator. The best work with the lowest mortality has been 


done by those who have sufficient endoscopic work to keep not onl) 




















sure 16. Radiograph (by Dr. J. C. Bowen) of a woman of 28 years 


ght dilatation above 


£ 


snc an abdominal esophagismus with only ver 


deviation of the esophagus by the aorta was erified esophago 


themselves but their assistants, nurses, in fact their entire -organi 


zation in constant training. In 171 cases of foreign body in the 


trachea and bronchi, bronchoscoped during the last two years by 


various operators, there were nine deaths (5.3 per cent). This 
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does not include four deaths due to asphyxia for want of prompt 
ness in performing bronchoscopy. Of these 156 were removed, 14: 
by peroral bronchoscopy, twenty-two by tracheotomic bri mchoscop) 
Of the fifteen unsuccessful cases, twelve were failures to find the 
foreign body known to be present, and only three were failures 

remove it when found. In the twelve cases mentioned as failures 
to find the foreign body are included four in which the foreign 
body 1] 


leeper, minute bronchi it could not be relocated bronchoscopicall 


ad been seen when higher up, but after escaping into 


hough still showing in the radiograph. The statistics of the 
thor’s own clinic and of his cases elsewhere, which are not includ 


the foregoing are as follows: Of the last 182 consecutive cases 


yronchoscopy for foreign body there was a total of three deaths 


1.7 per cent) from any cause whatever within one month, though 


not all of the cases could be followed this long. Of the 182 cas 


all were peroral bronchoscopies. The only tracheotomic bron 
scopy for a foreign body ever done by the author was previous! 
reported. It was unsuccessful as to removal. It failed to convince 
me of any advantage in the lower route, and the disadvantages 
many. Of the 182 cases, the foreign body was removed in 177. O 


77. 
the five failures to remove foreign bodies known to be present, 
were failures to find a small foreign body that was in a small bran 
yronchus close to the periphery of the lung Two of these cases 
vere recent. The percentage of my failures will doubtless increase 
the future, since I now get the cases upon which others have 
been unsuccessful and doubtless I shall be equally so; though | 
have hopes that the elsewhere mentioned recently perfected means 
f locating small bodies in small bronchi near the periphery will 
diminish for every one the number of cases in which the intruder 
‘annot be found. 

Mortality and results of esophagoscopy for foreign bodies: Of 
193 cases of esophagoscopy for foreign body by various operators, 
the intruder was removed in 155. Of the thirty-eight not removed 
twenty-six went down. There were twelve deaths (7.8 per cent) 
It is interesting to note that of the twelve deaths from esophagoscopy 
for foreign bodies, eight were for bodies in the upper third, four 
of the patients dying during operation, and in all four the foreign 
body was not removed until after death. All had been given chloro 
form, though this was probably only indirectly the cause of death 
In seven of the eight, the esophagoscopy was done by operators 


whose total number of cases was less than three. In the large 
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linics (from previously published statistics) out of 210 cases o 
Se 


foreign bodies in this location, all were removed but twelve, and 
these went down. The mortality in the large clinics was 2 per cent 


is also interesting to note that in the present series of 
were two deaths from laceration of the esophagus from violent re 


eg ° ‘ ’ - + 4 
moval Of large toreign bodies, an artihfcia denture in One Case, 

















Figure 17 Radiograph (by Dr. George J. Boyd) of a coin in the esopha 
gus, showing the diagonal respiratory esophageal movement llustrating 
the necessity of the exact median position of the head if any diagnostic 
mportance is to be attached to asymmetrical respirato esophageal move 
ment in esophagoscopy for suspected peri-esophageal lesions This illu 
rates one of the disadvantages of the lateral position for esophagos« op) 


large and rough bone in the other. In both instances the operators 
stated, in effect, that they believed they could have succeeded in 
devising methods of safe removal, had they realized the danger of 
esophageal trauma. Of the 206 cases of esophagoscopy for foreign 
bodies in the hospitals of Pittsburg and in the author’s work in 
other cities the foreign body was removed in 198, and escaped 
downward in eight. There were four deaths, one in a woman of 
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56 with advanced nephritis; the other three deaths were in pa- 
tients admitted with severe lacerations of the esophagus, from 
previous attempts at esophagoscopy. Four other cases seen im 
extremis are not included because owing to profound shock no 
esophagoscopy was done. There is not, and there never will be, an 
absolutely safe esophagoscope that can be used otherwise than with 
care and caution, for even the soft stomach tube has caused per- 
foration and death. But all endoscopists are now agreed that skill- 
fully done under the guidance of the eye, esophagoscopy is prac- 
tically without mortality, if considered apart from the trauma inci- 
dent to foreign bodies and their extraction. 

With the relatively high mortality from external esophagotomy, 
it certainly seems as though the operation is rarely if ever justifiable 
in foreign body cases. ‘The author’s personal experience is that 
with the full relaxation of general anesthesia with ether, (perhaps 
adding a little chloroform, if necessary, after the patient is under 
the stimulant effect of the ether) that any foreign body that has 


gone down the esophagus can be brought up the same way. The 
full relaxation prevents. clamping of the foreign body by the eso 
phageal musculature. But in many instances, in fact, perhaps in 
nearly all, mechanical ingenuity will devise a way to get the foreign 
body out, either by turning or morcellation, as in the historic case 
of Killian where a vulcanite tooth-plate was divided. Ingenuity 
will succeed where he who relies upon main strength and powerful 
forceps will meet disaster. 

Contra-indications to esophagoscopy: Water hunger is the most 
serious of all contra-indications to esophagoscopy. Patients have 
frequently been sent into the author that have been able to get but 
little liquid down for a number of days, and it is the author’s cus 
tom always to have a surgeon in readiness on arrival of the patient 
to have a gastrostomy done immediately, should the patient prove 
to be in a serious state of water hunger. In the absence of this 
precaution, it would be wise to have fluid introduced in the circula 
tion by hypodermoclysis and enteroclysis simultaneously. In for 
eign-body cases there is no absolute contra-indication. If there is 
anything to be gained by it, a careful esophagoscopy may be under- 
taken by the trained hand and eye which will stop the procedure 
when an abnormal tissue which must not be passed or even touched 
is encountered. 

“Cardio-spasm,” phreno-spasm and abdominal esophagismus 
Undoubtedly the old word “cardio-spasm,” like many of the old 
words of medicine, covers a number of different conditions of inde 
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pendent etiology and pathology, and it behooves us as endoscopists 


carefully to study the different endoscopic pictures throughout the 
entire esophagus, and as much of the stomach as possible, that we 
may bring order out of chaos. Much progress has recently been 
made. The diagnosis of esophagismus is easy in the typical cass 


with an enormous dilatation, a white, pasty, macerated mucosa, and 


a contracted abdominal esophagus which, however, permits a large 
gastroscope to pass into the stomach after a delay; but in the earl 


or in the less typical cases, without dilatation it is often exceedingly 
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f referred by Dr. H. T. I 
lificult to distinguish between purely spasmodic conditions an 


those of local lesions in the neighborhood of the esophagus but not 
themselves showing in compressions or very marked deviations 

he abdominal esophagus. In such cases, while many esophagosco 
pists feel sure of their diagnosis, many do not agree as to what the 
ndoscopic pictures are, and many endoscopists describe a picture 
vhich is seen by other endoscopists in the perfectly normal esopha 
gus abdominalis. I believe it would be very profitable to all of us 


if every endoscopist present would describe the different endoscopi 
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pictures he sees in phreno-spasm or hiatal and abdominal esophagis 


mus. No one to-day believes in a sphincter at the cardia, and th 


narrowing at this point that has been shown in so many text-books 


on anatomy is a misfortune. Hill quotes McAllister to the effect 
that there is no histologically demonstrable sphincter 
the circular musculature at this point is weak. Brown Kelle 
and Williamina Abel, by careful special dissections, have demon 
strated that “it is quite apparent to the naked eye that both mus 
cular coats are of uniform thickness, and that no special aggrega 
tion of fibers exist at or near the cardia,” and that ‘nothing 
found in any of the dissections or in the anatomical w 
sulted to justify Dr. Hill’s statement that the circular fiber mus 
culature-was specially weak in this region.” As endoscopists, how 
ever, I think that it would be better for us to abandon the word 
“cardio-spasm” and to substitute for it the three clinical tyy 
which, according to my observation, can be made out 


Cs 


as existing 
either separately 


yr together. One of these is spasm at the hiatus 


esophagus, which, from its location, and from the fact that it is the 


diaphragmatic, not the esophageal musculature that is active, should 
be called phreno-spasm or hiatal esophagismus, while that occurring 
below should be called abdominal esophagismus, because it is very 
clearly proved by the endoscopic picture, and by the radiographs 
two of which are here shown, that the entire abdominal esophagus 
is involved in the spasm, and it is not simply a spasm of the cardia 
The word cardia is properly used as the name of the esophageal 
orifice of the stomach. Spasm limited solely to this orifice, is cer 
tainly exceedingly rare, 


<4 


while spasm of the abdominal esophagus 
and of the esophagus at the hiatus, either separately or together 
are relatively common, and should be called by their proper names 
and the word “cardio-spasm” should either be dropped as a mis 
nomer or limited to those rare cases of true cardial esophagismus 
Brown Kelley has demonstrated the experimental fact that section 
of the vagi without stimulation, is followed by dilatation of the 
lower part of the esophagus and contraction of the cardia, which 
he rightly savs corresponds to the supposed condition in cardio- 
spasm. But as a clinical fact, I have rarely found such a condition 
in the disease commonly known as cardio-spasm. It is quite certain 
that in a large majority of the cases there is a certain basic general 
nerve disorder. In one instance, a patient who was quite hysterical 
would get an attack of abdominal esophagismus whenever every- 
thing did not please her. For instance, she took the notion that 
the endoscopic divulsions that I was applying to the abdominal 
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esophagus were doing her so much good that they ought to be don 
every weck instead of every two weeks. Regularly the day befor 
the one week was up, her abdominal esophagus would shut up and 
the dilatation above it would fill. By this I do not mean that she 
had voluntary contro! of it, but that the emotions sought their out 
let through habitual nerve channels producing a recurrenc: of the 
abdominal esophagismus, which she had had since childhood. This 


“nerve cell habit’’ is one of the most frequent causes of recur 














Figure 19. Radiograph (by Dr. George C. Johnston) of bronchos ope ir 


he right upper lobe bronchus of a woman of 25 vears (patient of Dr. Otto 


( Gaub). The pbronchoscope was inserted through the mouth and the 
ingle is shown to be as advantageous as would be possible through a 
racheotomic wound. The position of the patient is easy and natura] in 
this instance, the radiograph being made for verification of the overlay 
calization in a suspected case of interlobar abscess Had demonstratior 
been the object, the upper part of the tube could easily have been brought 


the clavicle 


rences. In certain cases, there are undoubtedly lesions of the mu- 


‘osa in the esophagus and also in the stomach, which could easily 
excite spasms, and it is equally certain that stagnation due to the 
spasm, and consequent fermentation of food, detention of secre 
tions and maceration could very easily excite or perpetuate the 
lesions. Thus we have a “vicious circle” in hiatal and abdominal 


esophagismus. Observations by Guisez, MacKinnie and also some 
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observations of my own, point clearly to the fact that these lesions 
can produce organic stricture. The frequency with which spasm 
of the abdominal esophagus occurs in connection with gastric carci 
noma indicates very plainly that the reflex can have its source in 
the stomach which seems to confirm the theory that hyperacidit) 
may be a cause in some instances. The theory that diffuse dilata- 
tion is the cause rather than the effect of spasmodic closure of the 
abdominal esophagus has been negatived by Jesse Meyer, who has 
proved that after the cure of a “cardio-spasm” and the complet: 
relief of all the symptoms, the dilatation of the esophagus remains 
\ number of observers have confirmed observations of Kovacs and 
Stoerk in regard to the kinking of the esophagus by enlargement of 
the left auricle. J myself have since observed in two cases very 


marked deviations from this cause. In both cases there had been 


no symptoms referable to the esophagus but a large mass of meat 


and was removed esophagoscopically. In a number -of 


had lodge« 
other cases an enlarged aorta has deviated the esophagus as in th 
radiograph shown, and Boyce has demonstrated that there is a type 


of “neurasthenic” patient with an enlarged but not definitely patho 


ogic aorta, that is particularly prone to phreno-spasm and abdom 
inal esophagismus. In these cases, Boyce has demonstrated an un- 
usually palpable and enlarged abdominal aorta. Cases of phreno 
spasm and abdominal esophagismus, even more than diverticulum, 
remind one of the ingluvies of birds, inasmuch as the dilated eso 
phagus fills quickly, and yet there is a constant leakage, which al 
lows a certain proportion of the food to pass on through at a rela 
tively slow rate. In one of my patients, the cure of the abdominal 
esophagismus resulted in food going through so promptly into th« 
stomach, that taking food excited nausea for quite a long time until 
the stomach became accustomed to the unusual sensation of having 
iood go through directly when swallowed ‘Treatment of abdominal 
esophagismus and hiatal esophagismus, has led to the devising o 
a number of different water-bags and air-bags, which have yielded 
good results. In some cases, however, it is impossible to introduce 
them. The author’s personal preference, like that of Bruenings, is 
for a mechanical divulser inserted through the esophagoscope wher: 
the sense of touch and the precision of a steel instrument gives on 
an accurate control. I use the divulser of Mosher. Undoubtedly 
there are a few cases that are prone to recur, and the most stub 
born are those existing since childhood, with consequent infantil 
stomach and long-established “nerve cell habit.” The neurologist 


has cured some cases after both the endoscopist and the internist 
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had failed. In addition to the three forms that I have mentioned, 
cardial esophagismus, preno-spasm and abdominal esophagismus 
there are, of course, the neuroses of the esophagus higher up, but 
is still, I believe, an unsettled question as to what extent these s 
called neuroses have an anatomic etiologic basis. Progress has bee: 
made, but to analyze it would unduly prolong this paper. 

Cancer of the esophagus: The diagnosis of malignancy here as 
elsewhere in the body is usually readily made by gross appearances 
in advanced cases, but as elsewhere, the very much to be desired 
early diagnosis depends upon the histologic examination of a speci 
men. The specimen should be ample, and should, if possible, in 
lude a little of the adjacent normal, though greater care is needed 
here than elsewhere as to the amount of normal that may be taken 
\ little of the mucosa is sufficient. The only contra-indication to 
the taking of a specimen is such a profoundly anemic condition 
that oozing which may follow may turn the balance against the 


patient. This anemic condition is usually only found in those 


cases 
that have been permitted to become moribund from hunger and 
thirst from too-long-delayed gastrostomy. In such cases the gas 


trostomy should be done at once and the patient fed until the speci 
men may be taken with safety. Unfortunately, such patients, 
especially if there has been a few days of water hunger, make ex 
ceedingly bad surgical subjects, so that the minor operation of 


gastrostomy assumes a high mortality. It is usual among endo 


scopists in the diagnosis of cancer to attach a great deal of weight 
to asymmetrical aspiratory movement of the walls of the esophagus. 
In doing this, it is very necessary that the patient's head be exactly 
in the median line and the body straight. The twisting of the 
head to one side is very apt to alter the symmetry of the visible 
normal esophageal lumen. This is demonstrated graphically in 
the radiograph here shown. The twisting of the child’s head side 
wise causes the image of the coin to be elongated owing to the fact 
that the coin is moved diagonally instead of antero-posteriorally b 
the normal respiratory movements, owing to the child’s head being 
strongly rotated to one side. Cancer of the esophagus has at the 
present day 100 per cent mortality, but there is good reason t 
believe that the surgeon will show a certain percentage of cures as 
soon as physicians will promptly refer to the esophagoscopist all 
patients showing the slightest abnormality referable to the esopha 
gus. Thus only can we hope to discover and treat the pre-cancer- 
ous conditions of leucoplakia, erosion, maceration, chronic esopha- 
gitis, etc. That the phvsician may do this without hesitation, it 
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behooves the esophagoscopist to so perfect his technic and develo; 
his skill that a patient may be esophagoscoped without distress an 
without anesthesia, or at most with local anesthesia limited to the 
pharynx. The work of Henry Janeway has convinced me that re- 
section of the thoracic esophagus is a practicable procedure and 
will be frequently resorted to as soon as early esophagoscopies 
shall make the necessary early diagnosis. In the palliative treat 
ment of inoperable esophageal cancerous stenosis, gastrostomy may 
be postponed by esophageal intubation in many instances until ver) 
nearly the termination of the case, though by this | do not mean 
that gastrostomy should be postponed one day after it is clear that 
nutrition is going to suffer. It is, of course, much more satisfactory 
to the patient to swallow his food even though it be liquid, than 
to have it poured in through the abdominal wall. Esophageal in 
tubation has been very satisfactory in the author's hands. He is 
not prepared to say that endoscopic methods are in any way prefer 
able to those « 


f Charters Symonds, for the introduction of a tube 
All forms of clear liquids will go through esophageal intubation 
tubes of 4 mm. internal diameter, and raw or very slightly cooked 
eggs can, with care, be swallowed with much satisfaction by the 
patient whose esophagus is thus intubated. In fact, any finely 
masticated food will go through, though occasionally imperfectly 
masticated particles may lodge in the smallest tubes. The author 
has had these tubes worn for quite a number of months without 
exciting ulceration, though, of course, cancerous ulceration was 
been better spent in perfecting the operator's personal skill in intro- 
already present in some instances. Of course, the tubes were re 
moved at frequent intervals for cleaning and were replaced. It is 
essential to have a duplicate tube for immediate replacement, else 
the esophageal channel will quickly close so that a smaller tube 
will be needed. Eventually a smaller and a smaller tube is needed 
anyway, until none can be introduced. 

Angioneurotic edema has been added by H. Arrowsmith to th 
list of diseases observed in the esophagus. 

Gastroscopy: Recent developments have been noteworthy. = I: 
different parts of the world, earnest workers have been perfecting 
technic and instruments. It has been said that the time wasted in 
an effort to develop a substitute for the straight tube would have 
ducing the straight tube. While this may be true, it is unwise t 
discourage effort. It is now universally accepted that safety de 
mands that introducing shall be with a tube devoid of a lens system 


in order that lesions may be detected and avoided, and that the 




















JACKSON: RECENT PROGRESS IN ENDOSCOPY. 759 


axis of the instrument may be readily kept in line with the eso 
phageal axis. After the distal end of the tube has reached the 
stomach, a plug with a window has been used in the proximal end 
of the tube so that positive pressure from an oxygen tank (Jane 
way) or a hand bulb may be used to push away mucosal folds, and 
when a lens system is inserted in the tube in the form of a long 
tube with a window in the side of the distal end, an excellent view 
of the distended stomach is obtained. The author personally can 
testify to the beautiful view of the pyloris obtained in the Jane 
way gastroscope, and while the use of inflation and of a lens sys 
tem for gastroscopy is at least thirty years old, yet the optical 
formula and the particular combination of illumination, lenses, 
inflation apparatus and tubes in the Janeway gastroscope make it 
one of the greatest of all recent advances in gastroscopy of which 
the author has personal knowledge. Excellent results have also 
been obtained by Hill, Elsner and others, and all of these instru 
ments are now doubtless developed to a point where the personal 
skill of the operator counts for more than the particular instru- 
ment. The usefulness, safety and practicability of the gastroscope 
is an accomplished fact. ‘The need now is for careful, skillful men 
who will use it. The value of gastroscopy in establishing a diagno 
sis in severe and obscure stomach disease has been abundantly 
proved. ‘The tendency, however, to resort to it only in very seri 
ous conditions prevents its greatest usefulness, which would be in 
the early diagnosis of cancer and of pre-cancerous conditions. 
When endoscopists, who have developed the gastroscopic technic, 
are sufficiently numerous and sufficiently skillful so that the physi 
ian or the surgeon may feel justified in sending them cases before 
the patient’s condition becomes desperate, gastroscopy will be of 
great use to the physician and surgeon, but gastroscopy probably 
will never be done by the physician or the surgeon himself. He 
will take the endoscopist’s report along with that of the radio- 
grapher and analyst and decide as to the best handling of the case, 
just as the otologist in a brain case takes the report from the in 
ternist, the laboratory, and the ophthalmologist. Unlike tracheo 
bronchoscopy and esophagoscopy, it may be said of gastroscopy 
that while its positive reports are extremely valuable, its negative 
reports are less so, just as with ophthalmoscopy in brain disease, 
the Wassermann reaction, and many other of our most valuabk 
ids in medicine and surgery. A very important point in increasing 
the range of mobility of the distal end of the gastroscope in the 
stomach has been demonstrated by Henry Janeway. It consists in 
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an elevation of the knees of the recumbent patient to the vertical 
or flexed position, as this relaxes the abdominal wall. 

Mortality gastroscopy: That there is practically no mortality 
from gastroscopy in very careful hands has been shown by the 
replies to the author’s circular letter of inquiry. Out of I10 cases 
done by eight different endoscopists there was no mortality within 
two weeks after operation from any cause. The author has now 
examined the interior of 238 living stomachs with the peroral gas- 
troscope, and so far only one patient has died from any cause what- 
ever within one month after the gastroscopy. As previously re- 
ported, this patient was moribund from a bleeding ulcer of the 
stomach when admitted to the hospital. But, taking the figures 
just as they stand, the mortality is only a fraction of one per cent. 

Conclusion: In conclusion I wish to say that recent progress in 
endoscopy of the larynx, trachea, bronchi, esophagus and stomach 
has shown very clearly that all future progress will depend on those 
who have the time and opportunity to develop an organization with 
assistants and nurses well trained, and to develop by continual prac- 
tice the skill which the musician must have with his instrument ; 
and while it is given to but a few like Killian, Von Eicken and 
Bruenings to be the Paderewskis of endoscopy, yet anyone who will 
practice continually and keep himself in continual training, may de 


good work and contribute to the future progress of endoscopy. 


Westinghouse Building. 


Direct Laryngoscopy, Tracheo-Bronchoscopy and Esophagoscopy. 
LocAN ‘TuRNER and J. S. Fraser, Edin. Med. Jour., Jan. and 
Feb., 1913. 

This paper contains a general description of the instruments and 
technic, and is intended for those not familiar with modern endo 
scopic methods. In reference to the examination of the esophagus 
it is laid down that the bougie should not be used in suspected cases 
of carcinoma and foreign body, also that no case of difficulty of 
swallowing should be regarded as hysterical without direct examina 
tion of the gullet. Several cases are described, two of them ex 
amples of malignant disease of the hypo-pharynx and upper end oi 
the esophagus, in which a circular portion of pharynx and esophagus 
were successfully removed, one of the patients being in good health 
two years later. GuTHRIE 
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THE REMOVAL OF FOREIGN BODIES FROM THE UPPER 
END OF THE ESOPHAGUS.’ 


DR. RICHARD H. JOHNSTON, BALTIMORI 


The upper end of the esophagus is that portion included between 
the clavicle below and the cricoid cartilage above. In this area for- 
eign bodies usually lodge because these two points are the narrow- 
est in the esophagus. We may say that the removal of foreign bod- 
ies is limited to this area meaning about an inch and a half or two 
inches in length. Success in this work depends upon two factors. 
A proper position of the patient’s head and the manipulation of a 
short instrument of sufficient diameter to see and to work through 
Foreign bodies, especially if flat, lodge in the esophagus with the 
edges lateral. As a rule they are located back of the middle line 
which accounts for the fact that the ordinary esophagoscope siips 
over the anterior plane and the entire esophagus is examined with- 
out finding the object. Such cases have been reported by skilled 
operators. The method of throwing the patient’s head over the end 
of the table probably has something to do with failure to locate the 
foreign body at once, since the tense muscles tend to force the ob- 
ject back. In my own work I long ago discarded extension of the 
head in examining the upper end of the esophagus. I am con 
vinced that relaxation of the muscles is the most important point in 
the examination and this can be obtained only with the patient’s 
head straight on the table. The elasticity of the tissues allows great 
freedom of movement and by manipulation with the instrument 
the right angle of the throat becomes straight. The foreign body 
immediately comes into view and is seized with forceps and re- 
moved. 

One who has tried extension of the head with its difficulties and 
then turns to the straight method will at once perceive the advan- 
tages of the latter. There are operators who are skillful in exten- 
sion but they have become so, by long experience. When the novice 
attempts it, it is so difficult that he is tempted to give up in despair 

METHODS OF EXAMINING THE UPPER END OF THE ESOPHAGUS. 

Extension: This method has reached a high state of perfection 

rough the work of Dr. Chevalier Jackson, and Dr. j. W. Boyce 

ho has developed a position of the head known as the “Boyce posi- 


*Read at the annual meeting of the American Academy of Ophthalmology 
1 Oto-Laryngology, Niagara Falls, August 22, 1912 
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tion.” Dr. Jackson emphasizes the fact that the head must be hel 
just right which necessitates a trained assistant. In this method thx 
head and shoulders are pulled over the end of the table and held by 
an assistant. The objections to extension are the tenseness of th 
neck-muscles, which must be overcome by pulling and the position 
of the instrument which is suspended in the air with the left hand 
and which cannot be long held on account of the strain on the fore 
arm. For these reasons | think a simpler method is to be preferred 

2. Flexion: This method was worked out by Dr. H. P. Mosher 
in 1908. Under general anesthesia the patient’s head is turned to 
the left until the cheek almost touches the plane of the table. The 
head is then flexed on the chest. The operator sits at the left, facing 
the head and introduces the special spatula between the left bicuspid 
teeth. The tongue is pushed to the opposite side and the cricoid 
cartilage lifted which exposes the esophagus to the clavicle. So far 
as I know this method cannot be used without general anesthesia 
which exposes the patient to unnecessary risk. This objection does 
not apply to extension in which the patient’s head can be forcibly 
held over the end of the table. It is, however, more difficult to hold 
the head than in the position which I will now describe. All I have 
said above applies to children, since a satisfactory examination can 
nearly always be made in adults under local anesthesia with the 
patient sitting. 

3. Straight position: The position of the head is the same as in 
the straight method of direct laryngoscopy which [ worked out in 
1908. In this method the head lies straight on the table. In chil- 
dren up to 8 years of age no anesthetic is needed. Cocain is dan 
gerous and since the method is designed to make esophagoscop 
simple and practically free from danger, general anesthesia is not 
used. The little patient, securely pinned in a sheet, is placed on th 
table. The head is held by an assistant while the arms and legs aré 
attended to by nurses. Jackson’s old child’s speculum is introduced 
between the incisor teeth and pushed rapidly down behind the 
larynx, which is gently lifted, exposing the upper end of the eso 
phagus for about two inches or to the clavicle. The instrument ma 
be pushed below the cricoid cartilage if desired. Since the specul a1 
has a diameter greater than the average esophagoscope, one sees 
much better through it. Because of the relaxation of the muscles 
and the position of the instrument from above downwards and back 
wards, it is practically impossible to miss a foreign body whicl 
once seen, is easily removed. With this method esophagoscopy cat 


be done anywhere since no special assistants are needed.  Sinc¢ 
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developing the method I have used no other in the examination and 
treatment of the upper end of the esophagus. In adults the ex 
amination can nearly always be made with the patient in the sitting 
position under local anesthesia. The head is only slightly extended 
and the same instrument with a modified handle is used. 

The speculum is introduced and the larynx pulled forward. In 
most cases a good view of the upper end of the esophagus is ob 
tained. If necessary the tube may be passed down below the cricoid 
cartilage for half an inch or more. In this way I have succeeded in 
diagnosing tumors and foreign bodies. In three patients foreign 
bodies have been removed. From my experience I believe all for 
eign bodies can be removed through the esophagoscope. The most 
dangerous part of the work is the general anesthetic and with the 
further development of esophagoscopy practically all patients will 
be examined without it. Skillful operators use no anesthetic in chil 
dren but claim that in adults ether is necessary to secure proper 
relaxation. This is not in accord with my experience. For many 
months I have succeeded in passing the esophagoscope with the 
patient sitting and prefer it to the prone positign. 

A contemporary in an article published recently makes the fol 
lowing statements: “Although the esophagoscope has greatly aided 
in the management of impacted foreign bodies in the esophagus, it 
has not and cannot entirely supplant the older methods. There are 
not a few cases in which the time-honored methods of operating are 
simpler, easier and quite as effective as esophagoscopy.” He then 
describes the removal of common pins and fish bones with the old 
bristle bougie which he describes as an instrument than which none 
is more generally useful and effective and which can be employed 
with almost perfect safety. For the removal of coins and buttons 
often nothing is better than the old, bent esophageal forceps or 
straight, smooth, blunt-pointed, toothless, eight-inch hemostat. H 
then cites several cases of foreign bodies in the upper end of the 
esophagus which he failed to locate for a long time with an ordinar 
esophagoscope because the instrument repeatedly slipped over the 
object. 

cannot agree with the conclusions of the author. To me it is 
clearly obvious that a short, wide esophagoscope in the hands of 
careful, skillful operator, is far safer than blind groping with any 
forceps. The majority of fatalities in foreign bodies have been due 
to the blind use of forceps and bougies. I have never failed to lo- 
cate and remove a foreign body within a few minutes with the in- 
strument described above, and I attribute my success to the fact that 
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it is practically impossible to miss seeing the object in the esophagus. 
Since adopting the straight position of the head, I have found the 
work much easier. The operator stands to the left of the patient 
facing the head and passes the instrument with the left hand leaving 
the right hand free for operative work. Ina recent article by a con 
temporary, attention is called to the advantages of the short, wide 
speculum in the location and removal of foreign bodies from the 
upper end of the esophagus in children. 

In the New York Medical Journal, September 4, 1909, I reported 
the following case: A child 2 years old, while playing in the street, 
picked up a lead disc the size of a five-cent piece and attempted to 
swallow it. That night she vomited several times and was unable 
to swallow solid food. ‘Two days later she was taken to St. Jo 
seph’s Hospital, where it was found she was only able to swallow 
little liquid. A radiograph, taken that day, showed a shadow at the 
seventh cervical vertebra. The next day the patient was etherized 
and the upper end of the esophagus examined with Jackson’s child 
speculum in the extended position. On pulling the larynx upward 
the disc was seen tightly wedged in the esophagus in a lateral posi 
tion. Jackson’s short forceps was passed through the tube and the 
disc removed. 

It will be seen that the use of the short, wide instrument is by 1 
means new. 

To illustrate the improved technic in the management of foreign 
bodies at the upper end of the esophagus in children, I wish to cite 
the following case: A little girl, 2 years old, was brought to St 
Joseph’s Hospital with a five-cent piece in the esophagus. The radio- 
graph showed the nickel just below the cricoid cartilage. For a 
week the child had swallowed liquid food only. The little patient 
and held by an assistant. No anesthetic was used. Jackson’s old 
speculum was passed back of the larynx which was easily lifted. 
The foreign body immediately came into view located in the back 
was pinned in a sheet and placed on the table with the head straight 
part of the esophagus with edges lateral. Pfau’s extension forceps 
was passed, the coin seized and promptly removed. The whole pro 
cedure did not take two minutes. The child scarcely had time to 
cry and was taken from the table unhurt. In less time than it would 
have taken to get ready for the extended position the foreign body 
was removed. 

The straight method with the short instrument makes esophago- 
scopy one of the simplest procedures in surgery. , 


807 North Charles Street. 











A BRIEF PATHOLOGICAL STUDY OF PAPILLOMATA WITH 
REFERENCE TO THEIR EXISTENCE WITHIN THE NOSE.* 


DR. RUFUS B. SCARLETT, TR 


NTON N 


Epithelial tumors are characterized by the development of ts- 
sues which are derived from two of the blastodermic layers; the 
cells covering the papillae having their origin either from the ecto 


derm or the entoderm, although the e 


‘os ; +1 ster laver ar 
found within the nose is usually a product of the outer layer, o1 
the ectoderm. The connective tissue, or the supporting trame 
vork of the growth over which the epithelial cells proliferate and 


levelop, has its origin from the middle layer, or the mesoderm 
A papilloma within the nasal chambers is a comparatively rar¢ 


mor of a non-malignant character, arising from the mucous men 


brane, and showing a predominance of epithelium over the 
‘tive tissue clements - the relationship between the tw la) ers 
however, is dependent upon the amount of proliferative changes 


that have taken place within the respective tissues 


The essential and conspicuous elements of this variety of tume 
re the epithelial cells; the supporting structure, as a rule, being 

re than slender stalks of connective tissue carrving within thei: 
eshes ill-developed vessels, with a scattering here ind there 

round cells. The two layers are separated by a delicat 


sement membrane, which is regarded as a derivative or a mod 
‘ation of the subjacent connective tissue. As the result of this 
lividing membrane, therefore, it will be seen that the proliferating 


1 1 
if O Lilt vascula 


pithelium forming the tumor proper is outsix 


irea, and while these cells contain no blood-vessels of their ow1 


the necessary nutrition is maintained by the absorption of juices of 
nutritive nature which pass to the cells by way of the minut 
fts within the intercellular substance. 


In the development of papillomata, the new cells have the 


ir origi 


lose proximity to the vascular area, but as previously met 
ned, separated from it by the membrana propria. They ar 


ally arranged in an orderly manner and appear with marked 


rsistence in normal relation to the basement membrane. As th 


*Presented as a candidate’s thesis to the American Laryngological, 
ological and Otological Society, May, 1912 
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ells develop and become older, they show a tendency to lose the 
liquid part of their contents. This is the result of the pressure t 
vhich thev are subjected through their more distant removal fron 
their origin by the development of newer cells, and also in cons 
ence of their exposure to external influences on the surface 
[he naked-eye appearance usually shows the papilloma of the nos 
to be composed of branched processes, and the whole mass to fr 
semble an immature cauliflower. 

Of the two varieties of papillomata, the squamous-celled is th 
more frequently found within the nose, in spite of the fact that th« 
greater part of the nasal cavities is lined with columnar cells, th 
remaining portion having a specialized epithelium. According t 
the older writers, the chief histological difference which distin 
cuishes the two varieties lies in the character of the epithelium 
papillary tumor covered with proliferating squamous epitheliun 
was considered by these investigators as hard, even though tl 
palpable sensation imparted may not have been as firm as in a growt!l 
vith a greater amount of stroma, but supporting columnar epi 
thelium. ‘his latter condition they designated as soft. 

It will be seen, therefore, that in spite of the fact that a liber 


] 


proliferation of the connective tissue cells may have taken place 


papilloma covered with columnar epithelium, and the growth ma 
reality be firmer than the squamous-celled variety, according t 
the foregoing classification, it would be considered soft. It may be 
true that under the microscope, the arrangement of stratified 
squamous cells may be such that the impression of a certain degre 


t 
O 


firmness is given; while columnar epithelium, with frequent 


modifications, often assuming the shape of goblet cells, may give 
the idea of a less degree of density, and therefore be considered 
the characteristic cells of the soft variety. 


Thus, as the nomenclature of the past appears to permit an 
correct and unsatisfactory classification of epithelial tumors, I mak« 
bold to declare against the further use of the terms hard and sof 
and advise that a more definite classification be made which wi 
harmonize with the recent views on the subject, suggesting the a1 
rangement of papillomata according to the character of the epi 


thelium into squamous-celled or columnar-celled. With this dis 
tinction in mind, the embryological difference may also be sig 
nificant, for we find the former are developed from the ectoderm, 
while the latter, as a rule, are not found within the nose, but hav: 
their origin from the mucous membrane lining the hollow viscer: 


and are paved with epithelium which is derived from the entodern 
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he degeneration of a napilloma into a malignant tumor is most 
ely to take place in those growths whose situation frequent y < 
4 3 sa ° orn . . = a. 
osed them to irritation. The development of such a change ind 
ites a disturbance or loss of the normal relat ship between 1 
pithelial cells and the underlying connective tissu \ modific: 
is also evident at the sanie time in the histological structure 
the cells of the benign tumor and in its environment \ g 





he basement membrane, which limits the downward growth of the 


pithelium is intact, the tumor retains its benignancy, but the mo 
: ment this normal barrier is destroved as the result of prolonged 
peated irritation, rit ma be in consequence I marked prt 
11S] osition. embrvo1 ic cells are permitt d entrance to the isculat 
and the transformation from a benign tumor to one of ma 
ancy is thereby encouraged, with manifestations in time of 
mptoms of carcinoma. 
lhe development of the epithel un n papillomatot oToO ths is 
significant. In the benign tumor the cells proliferate toward the 
rface, the mucous membrane retains a healthy appearance and 


loes not become infiltrated: but when malignancy take 





pithelium shows a tendency to penetrate into, and to proliferat 
vithin the subjacent areas, and to implicate the surrounding tissu 


producing a stiffness of the part 


lo what extent this transition takes place in papillomata appea 
be a point more or less disputed hat such a change does take 


place in other parts of the body is an accepted fact, but owing to 


i he infrequency of papillomata within the nasal chambers, littl 


ipportunity has been afforded for extensive stu 


literature records one or two instances in which the actual trans 
rmation was followed practically throughout its entire d velop 


4 


While it is doubtful if degeneration of a papilloma 


1 sarcoma has ever been detected, such a change has been ri 


rded as having taken place in a papillary growth of a joint. Post 
) natal embryonic cells within the connective tissue-part of the tumo! 
held as being responsible for this degenerative change. Ma 


some of the sarcomata within the nose owe their origin 
illary growth, the benign tumor not being detected until 


nant changes have taken place and developed to such at 


aestre 


yy all trace of the primary tumor, and even before the evi 


‘€ of a new growth has manifested itself? To some, this may 


seem impossible, but with the study of the formation of tissues, we 


that the structure and the character of a new growth is in 
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fluenced almost entirely, or is dependent upon, the stage of arrest 
cell development, and the embryonic layer from which the matri 
has its origin. The connective-tissue portion may readily be the 
part affected and responsible for the production of the new growt! 
With the occurrence of a papillary tumor within the nose, th 
difficulty of determining its true nature is evident by the similarit 
in its gross appearance to other growths found in the same locality 
In the majority of cases the microscope is the only deciding meat 
From the diagnostic standpoint, carcinoma presents a distinguish 
ing feature, in that almost without exception there exists a certai 
degree of induration at its base, which condition is never found in 
the benign papilloma. The microscopical appearance shows the 
presence of epithelial cells beyond their normal zone, and whet 
these elements exist, even in a limited number, within the sub-ej 
thelial tissue, it is distinct and positive evidence of malignancy. fl 
time, disorganization of the part affected will take place, and 
tendency to metastatic distribution will be manifested. The dis 
semination of carcinoma cells, the tendency to involvement of ad 
jacent tissues, and a more or less rapid development is in dist 


contrast to a papilloma, which is non-irritating, remains local, and 


is of slow erowth 

\n inflammatory swelling of a papillary nature may be the sou 
of confusion ; however, its sudden appearance, the tendency to m 
tiplicity, and definite signs of inflammation are characteristic; and 
further, the microbic cause of the lesion can usually be ascertaine 
\ minute examination of the tissue will show distinct evidence 
inflammation as the result of the organismal infection. The exist 
ing proliferation can be traced to the action of the offending orga 
isms or their toxins, upon pre-existing, mature tissue-cells, whereas 
in papilloma, the increase of tissue is the result of proliferation and 
development of embryonic or pre-existing immature cells, 
are not utilized in the growth and development of the part. 

For many years Hopmann and his followers were led astra 
the existence within the nasal chambers of polypi, which had 
sumed a folded, convoluted or furrowed appearance, undoubted! 
as the result of the pressure to which they had been subjected 
the limited space in which they were found, and which were class 
by these investigators as papillomata. It remained for Wrig 


however, in 1891, to point out with unusual clearness the existing 
error, and to show wherein the two conditions are readily diff 
entiated. He was able to demonstrate beyond doubt that the former 


results from changes within the connective tissue, with no brea 
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Diphtheria Bacilli in Secretions of Nose 


With Nutritional Disturbances. 
MH’ chnuschr., March 11, 1913 


In the course of one yea 


and Throat in Infants 


“ar Conradi found diphtheria 


in the throats and eight times in the noses of infants 


digestive disturbances, but with no manifestations of diphtheria 


Though these bacilli appeared in the 


four months, they displayed no specific pathogenic properties 











SUGGESTIONS IN ACOUMETRY. 
PROF. G. GRADENIGO, TURIN, ITALY. 


The suggestions refer to the ‘‘vocal” hearing tests as well as t 
tests by means of simple musical tones 

A. Vocal tests: Owing to the limited dimensions of available 
rooms in common practice, and also with a view to excluding the 
ear not involved, the hearing is usually tested by means of the so 
called “vox aphona” or whispered speech. Still there is no doubt 
as to the convenience of testing the hearing with conversational 
speech also, inasmuch as there is no constant relationship between 


as 


hearing distances for whispered and conversational voices, and, be- 


1 


sides, it is most important to hear the conversational speech in so 


‘ial life. In forensic practice and for army recruiting purposes, for 


1 


instance, the hearing-power ought to be tested with regular con 
versational speech. 

\t the International Otological Congress in Budapest I suggested 
the name “index vocalis” for the ratio between auditive distances f 
whispered and conversational voices. Thus, i. v. the index vocalis 
vw. the distance for whispered voice, VY the distance for conversa 
tional voice, we could assume a general formula: i. v.—=v/\ [1 
ther words, the index vocalis would be represented by a fraction 
where the numerator expresses the hearing-distance for whispered 
voice and the denominator the distance for conversational voice 

Finding the value of such a fraction may prove useful: 1. Prac 
tically just to get an idea of the hearing-capacity of a patient in so 
‘ial iife. 2. Clinically, as a hint for diagnosis: We may anticipate 
indeed that the different diseases of the auditory apparatus will be 
have in different ways as to the ratio between the auditory dis 
tances for these two kinds of speech. 

To make the test as simple as possible, I proposed that only 
vowels and even. only the five fundamental ones: ae io , as pro 
nounced in the Italian language* be emploved. 

A number of experiments out of doors and in practically noise 
less places were carried out by the writer to determine the hear- 
ing distances for vowels uttered in whispered voice of medium in- 

*A as in father; e as in very; i as in winter; o as in lord; u as in rule 
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tensity and in regular conversational voice. I found that, in the 
open, the average normal distance is 15 to 20 meters for the vowels 
o a ei, and only 4 to 6 meters for the vowel u. As for ordinary 
conversational voice the figures given by Wolf in his classical work 
appear exaggerated according to my researches: 1 found, through 
repeated investigations, about 100 meters for the vowels o a e 
and about 80 meters for the vowel u. 

Now we are enabled to figure the average normal 
measured in the open. For the 


alse af th 
Value Of tin 


vocal-index, as it results when 


wel uw: 5/80 to 6/80—1/16 to 1/13, an average of 1/15; for other 
owels, 0, a, ¢, 1: 15/100 to 20/100 1/6. GO to 1/5: an average 
h. 

are obtainable 


Be it understood that only approximate figures 
matter how simple and accurate the test may be made. 
In clinical practice the determination of the index voc% 
cult, for it is impossible to exclude the other ear, 





hermetical closure, when its auditus is a sufficiently g 


denigo and Stefanini studied several methods to | 


involved ear from hearing conversational voice at all, or, at 


to reduce the ear’s auditive distance for conversational speech unde 

5 meters, but they did not yield satisfactory results In spite 

such limitations, the research of the index vocalis, when possible 
Phe following pos 


proves of great practical value in clinical work. 
sibilities may be expected: 
1. All vowels uttered with whispered voice of medium intensity 


are perceived at a distance of 5 meters or more: the index cannot 
be determined indoor in such cases 
2. All vowels, or some of them, are perceived at a distance 
under 5 meters, with whispered voice; with regular conversational 
5 meters and perhaps more. Then 


voice all of them are heard at 
the index vocalis is undetermined, but it may be represented by 
fraction having as numerator the measure in centimeters of the 
auditive distance for a certain whispered vowel, and as denomin- 
ator the symbol 500 (more than 5 meters). 

Let us suppose, for instance, that all vowels, except the , be 
heard and, of course, repeated by the patient at 5 meters and per- 
haps more, and that the « be caught and repeated at a distance of 
The index vocalis for the vowel « would then be repre- 


meters : 
‘nted as follows: (1) i v==200 greater than 500. 


All vowels, or one or more of them are heard at distances of un- 


f 


der 5 meters, i. e. at distances easily estimated in a consulting room 
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In such cases two extreme values of the index vocalis are likely 
to be found: one which approaches very close to the unit without 
attaining it, and another one represented by a very small centisimal 
figure. Here are two examples 

In some professional affections of the labyrinth the vowel i 
whispered, is heard only very close to the ear, let us say, at two 
centimeters: the same vowel uttered in conversational voice may be 


perceived at four and a half meters. Then the index vocalis would 





be: (1) 1. v==2/450=1/225, which value is far smaller than the 
average normal index for vowel 7, (1/6, as said above). 

In certain forms of dry catarrh of the middle ear, the vowel a 
may be heard, when whispered, at a distance slightly shorter than 
when pronounced with conversational voice—let us say 2 meters 
for whisper and 3 meters for conversational voice. The index vocalis 
would be: (A) i, v==200/300=24. The determination of the vocal 
index is of peculiar importance in medico-legal statements: hence 
an out-of-door test is to be highly recommended in forensic exam- 
inations. 
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Any time the indoor tests cannot lead to a satisfactory determina- 
tion of the index vocalis, I should suggest to state the auditive dis- 


vice of me 


tances for each single vowel, uttered with whispered 
dium intensity, as even this test can yield valuable hints for a 
diagnosis. As to height of pitch the vowels may be arranged as 
follows: u, 0, a, ¢, i; u is the lowest, i is the highest pitched. W<¢ 
do not care to analyze now the exact tonality of the vowels, inas 
much as most experimenters do not agree about this difficult ques 
tion. 

When the hypo-acousis is due to an affection of the sound-trans- 
mitting apparatus, the perception of the lowest tones 1s outmost 1m- 
paired: thus the vowel « being the lowest pitched, it will be also the 
least audible; the perception of high tones, and for voweis of the 
is chiefly impaired in diseases of the perceiving apparatus ; in mixed 
forms the perception of the « and i will prove deficient; while a 
rather satisfactory hearing power could be ascertained for medium 
pitched vowels, i. e., for 0, a and ¢; in severe labyrinthine diseases 
the auditive defect might be very evident for the vowel ¢, which, as 
to pitch, approaches i the nearest. 

The vowel test is exceedingly simple: it eliminates, on the pa 
tient’s side, any psychical and intellectual interference ; furthermore 
it is available in any language and country. 

B. Tonal tests: <A really scientific development of otological 
physio-pathology cannot stand on other ground than correct d 
termination of the hearing for the different tones of the musical 
scale. Yet, by taking as a measure the mere duration of the sound 
of a vibrating tuning-fork, i. e. the time while its sound is per 
ceived by the diseased ear compared with the duration of the per 
ception for the same sound by a normal ear, only deformed images 
of the patient’s hearing power are obtained. It is true that even 
such deformed representations may give some coarse idea of the 
hearing capacity in most cases: nevertheless they are always far 
from being correct. Likewise, considering the deformed optical 
images given by cylindrical mirrors, concave or convex, we could 
easily tell a fat short man from a thin tall one, but we would not 
take the man’s picture from such an image. 

Professor Stefanini and the writer have tried to find a method 
of acoumetry that would be physically correct and on the other 
hand would comply with the requirements of practical work. 

For medium and high-pitched tones we use tuning-forks. As 


every tuning-fork has its own characteristics as to duration and in 
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tensity of the sound, it is necessary to find them out before using 
the fork: in other words the fork itself must be previously tested 
with a normal ear (standard test). 

Our method for tuning-forks is quite simple and stands on two 
fundamental rules, very easily remembered: 1. For a given 
tuning-fork, the work to be done, i. e. the power required to ob- 
tain a defined initial intensity of the sound, is proportional to the 
square of said intensity. Thus to get from the same tuning-fork 
the intensities of sound equal to 1, 2, 4, we must use percuting pow- 
ers equal to 1, 4, 16, respectively. 

2. When the initial intensities of the sound increase in the 
progression 1, 2, 4, the increase in duration of the sound from one 





Figure 2. 


intensity to the next, is*constant: i. e. the duration of the sound 
increases proportionately in seconds from intensity 1, to in- 
tensity 2, as from 2 to 4, and so on. ‘The calculations upon 
which the above quoted rules stand, have been discussed 
in detail by Professor Stefanini: besides, these rules are 
fully demonstrated experimentally. Our acoumeter consists 
essentially of a tuning-fork; the low and medium pitched 
forks are mounted on a proper resounding box. The fork is so 
placed that it can be struck by a wooden pendulum bearing a metal 
percusor; the pendulum has a quadrifid thread suspension device, 
which, besides being inexpensive, permits the pendulum to strike 
the fork always in an uniform way. Lateral deviations and friction 
resistances, which latter are likely to change owing to several cir- 
cumstances in pendula oscillating on a metallic suspension, are thus 
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avoided. The different heights, where the pendulum may be let 
go from, are read on a graduated arc that follows the trajector of 
the pendulum, as shown in Figure 1. The heights corresponding 
to the initial intensities 1, 2, 4, are marked in red on said scale of 
our acoumeter. 

The sound obtained is audible even at some distance: there is no 
need of any conveying apparatus. Hence we eliminate the causes 
of error when the prongs of a vibrating fork are brought close to 
the meatus, or when the sound is conveyed to the ear through rub- 
ber tubes. We should advise placing the fork only half a mete 
from the ear to be examined at; this will prevent the phenomena of 
resonance or of acoustic interference affecting the results, as we 
stated happened in usual tests, and especially when almost pure 
tones are employed. 

The best way to ascertain the peculiar qualities of a given tuning 
fork as to duration of perceptibility of its sound for normal ear 
that is to standardize such fork to enable us through it, by compari 
son, to ascertain the hearing power of a pathological ear, is to use 
a graphical method, as for temperature charts. Here, instead of 
temperature, degrees, days and hours, we should register the differ 
ent durations of the sounds in seconds, and the different powers 
employed; we place the durations on a vertical line, and the powers 
proportional to 1. 2. 4., on a horizontal line, using cross section 
paper with small squares of one square millimeter. The powers 
must be inscribed at a distance of 10 mm. from each other, in ordet 
that Prof. Stefanini’s table, where final results are readily figured 
may be used. 

As the tuning-fork test for normal ears (standard test) is not 
exempt from difficulties, which would take too long to discuss 
here but which do not depend on the method itself, it is advisable 
to take as standard the average result of several examinations 

Now let us assume we have marked on the cross-section paper 
the results given by a normal ear, that is the results of a standard 
test: let us suppose also th.t in such record a duration of percep- 


” 


tion of 20” corresponds to power 1, one of 25” to power 2, one 
of 30” to power 4, and so on (as stated above, when intensities are 
successively doubled, the duration of the sound increases in a con- 
stant rate}; then by drawing on the chart a line connecting the 
corresponding marks, we shall get a straight line which is called a 
“logarithmic straight line.” 

Let us suppose now that in a patient the sound provoked by the 

” 


power 2 be heard only during 10”, in stead of 25” (normal): we 
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mark this result on the chart, and then we count how many small 
ye sq. mm. squares are lined horizontally between the mark and 
the logarithmic straight line or its prolongation; consulting the 
above-named calculation table, we shall find out the corresponding 
value of hearing power for said tone and for said intensity. In the 
present instance the number of the squares would be 30, and the 
corresponding degree of hearing power given by Stefanini’s table 
is 0,12. 


Our acoumeter is intended for determination of the hearing in 


the musical compass of the tonal scale. We suggest using for the 


deep part of the scale the 64 double vibration and the 128 double 





Figure 3. 


vibrations: for the medium part the tone c? (512 v. d.) and as 
high notes c* of g*, both which do not require any resounding box. 
It is unnecessary to point out that by means of the data obtainable 
from accurate examination of the hearing in these three zones of 
the compass, and by stating also both its inferior and superior lim- 
its of audibilitvy, we are enabled to state and to represent readily, 
even in common practice, a quite correct “campus auditivus.” 
Considering that the initial intensity of the tones of low-pitched 
tuning-forks is usually too small, no matter if a resounding box is 
used or not, Prof. Stefanini and the writer lately thought of using 
a very simple apparatus instead, Figure 2. A metal ribbon stretched 
between the poles of a magnet and mounted on proper resounding 
box, starts to vibrate as soon as an alternative electric current is 
sent through it, provided that the tension of ribbon, which can be 


regulated by means of a screw, be such that the tone given by trans- 
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ersal vibrations of the ribbon has the san period as the al 
ternative current lLatter must be reduced. of course, to a conven 


ient intensitv through a rheostat; the vibration of the amplitude ce 


pends on the intensit of the urrent, and is there fore regulated by 
the rheostat. 
In Lucca this apparatus yielded the a of the large octave (108 v 
length of wave m. 3, 126): the tone given by the street current 
Turin was of 90 y. d., about the fa* (or fis) of the large octave 
ith a wave’s length of about 3.718 meters. The intensity of the 
J} yuund is judged by the amplitude of vibration of the ribbon, made 


pparent by means of a device le writer’s optical method 


In another instrument of ours we obtain a sound from a metalli 


) plate or lamina, set on vibratio1 ) means of an electr magnet 
nnected with alternative current Che amplitude of vibration 
d, subsequent!y, the intensity of the sound is shown on a milli 
eter scale through a thin wire attached to the plate 
Both these instruments produce almost pure deep tones, with 


reater maximum intensity that it is obtainable from tuning forks 

alternative current is not at hand, and only direct current is 
ivailable, it is quite simple to transform the latter into an alterna 
ve oue by means of the usual rotative transformers employed fot 
ndoscopy, and then to operate through it either the ribbon or the 


mina of the above des« ribed apparatus 








STEFANINI'S CALCULATION TABLE 
Million | Hearing Million Hearing Million Hearing 
power } power power 
m/m 1l,- 0,93 m/m 16 0,33 m/m 42 0,054 
1,5 0,90 17 0,31 43 0,051 
2, 0,87 18 0,29 44 0,047 
2,5 0,84 19 0,27 15 0,044 
0.81 20 0.25 16 0,041 
0,78 21 0,23 47 0,038 
0,76 22 0,22 18 0,036 
0,73 23 0,20 49 0,033 
5, 0,71 24 0,19 50 0,031 
5,5 0,68 25 0.18 55 0,020 
6,— 0,66 26 0,16 60 0,015 
6.0 0,64 27 0,15 od 0,011 
T:. 0,62 28 0,14 70 0,008 
7,5 0.59 29 0,13 75 0,005 
8, 0,57 30 0,12 80 0,004 
8,5 0,56 32 0,11 85 0,002 
9.— 0,54 33 0,10 90 0,002 
9,5 0,52 0,09 100 0,001 
10 0,50 0,08 105 0,0007 
11 0,47 0,077 110 0.0005 
12 0,44 0,072 
3 0,41 0,067 
14 0,3§ 0,062 





0.35 0,058 











TREATMENT OF PERSISTENT OTORRHEA IN INFANTS 
AND YOUNG CHILDREN BY THE ESTABLISH- 
MENT OF POST-AURICULAR DRAINAGE. 
PRELIMINARY REPORT.* 

DR. WENDELL C. PHILLIPS, NEW YORK CITY. 

The term persistent otorrhea in infants and young children, as 
herein used, applies to those cases in which an acute purulent in- 
flammatory process invades the middle-ear spaces and continues 
without abatement-for an indeterminate period after the usual five 
to thirty days, which ordinarily may be considered as its normal 
course. This type of purulent otitis media should be differentiated 
from that other and rather common class which may be termed re- 
current, in which recovery takes place from each attack only to be 
followed by recurrences at varying intervals usually as a result of 
an acute rhinitis. Children of the latter class are invariably the 
victims of hypertrophied tonsils and adenoids and their attacks 
usually cease upon the removal of these offending tissues. The 
recurrent type, therefore, is to be eliminated from this discussion 
unless the otorrhea finally becomes persistent and chronic. A typ 
ical case of persistent otorrhea, of the type under consideration, 
presents a history somewhat as follows: Consequent to such form 
of infection which involves the upper air-passages, such as grip, 
the exanthemata or pneumonia, an acute middle-ear suppuration 
appears. Weakened by the primary general infection, the child’s 
resistance is lowered and in many instances some underlying dys- 
crasia, known or unknown, adds its quota to the lowered resistance 
From the outset, the discharge is profuse, persistent, and of a char- 
acter which plainly bespeaks a severe type of infection. ‘The usual 
diminution in quantity which in ordinary cases appears from the 
third to the seventh day, does not take place, but the temperature 
becomes normal, or nearly so, pain is not present thereafter and 
there may be no marked drooping of the postero-superior canal 
wall. The usual local measures of treatment consisting of para- 
centesis, cleansing, cathartics and rest in bed may have been carried 
out in full, although in many instances clinic patients have received 
no treatment at all. 

It soon becomes evident that the small tympanic cavity proper 
could not secrete the amount of pus which flows from the ear, and 


*Read at the meeting of the American Laryngological, Rhinologic 
and Otological Society, Washington, D. C., May 9, 1913. 
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one is forced to the conclusion that the aditus and mastoid antrum 
at least must be involved. It is evident that such a discharge con- 
tinued beyond about the third week furnishes evidence that the case 
is rapidly becoming chronic and calls for a different form of treat- 
ment. 

It is true that proportionately a large number of persistent otor 
rheas are found among the poor and ill-nourished which apply for 
hospital or dispensary treatment. 

Of the underlying dyscrasias which almost invariably prevent na- 
ture’s efforts, aided by efficient local treatment, from affecting 
cure of acute purulent otitis media, tuberculosis and syphilis are the 
most stubborn to deal with and all writers agree that a considerabk 
proportion of the chronic otorrheas are tuberculous in character 
In these, local drainage from the membrana tympani does not seem 
to avail, and the disease progresses for long periods, and often with 
serious and fatal complications. Inanition from other causes als 
commonly results in delayed cure. Severe types of infection, sucl 
as diphtheria, measles, pneumonia and grip are obstacles difficult 
to overcome. In many of the latter cases, however, there is a mors 
or less rapid development of positive mastoid symptoms, hence, they 
are not to be considered in this discussion. 

Treatment :—Regarding the treatment, we do not advise any 
operative interference until all reasonable local measures have been 
faithfully carried out, this to include free drainage by paracentesis, 


a clean regime of local treatment an 


attention to hygiene and the 
general health. In certain patients who are the victims of marked 
ly hypertrophied tonsils and adenoids and the purulent otitis has 
progressed beyond the temperature stage, it may be wise to delay 
post-auricular drainage for a short time and remove the tonsillar 
and adenoid masses. All! these measures having failed, the wisdom 
of surgical interference must be considered, and in the writer’s 
opinion, the quickest, safest and most rational measure to pursue is 
to establish post-auricular and, hence, through and through drain- 
age by means of the simple mastoid operation. 

The reasons are as follows: 1. It quickly terminates an other- 
Wise persistent otorrhea. 2. It insures against an extension of 
local bone necrosis. 3. It prevents the case from becoming a chronic 
purulent otitis media, with all that the name implies regarding a 
chronic offensive discharge, loss of hearing, bone necrosis and pos- 
sible serious and fatal complications. 4. Finally, the most important 
reason is, the restoration and retention of the hearing-function. 
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It need not be added in this connection that this operation is not a 
dangerous one, neither is its slight seriousness to be compared with 
the dangers and discomforts attending a chronic aural discharge 

In the considerable number of operations which have been per 
formed by myself and assistants, I have been surprised at the fre 
quency with which the pus escapes under pressure through the open 
ing made into the mastoid antrum. Granulation-tissue is also pres 
ent, and in several cases an exposed sinus or dura has been found 
These cases, when operated upon, have complained of discharge fot 
from six weeks to five years. In the more chronic ones, the simpk 
mastoid operation has sometimes proved insufficient and the radica! 
mastoid operation has become necessary. In a few cases a similar 
procedure has been employed in adult patients and one or two r¢ 
ports of these may come out in the discussion. 


It may be stated, however, that in young children, when pei 


I 


formed any time between four weeks and three months, the result 
have been most favorable. 


In a subsequent paper, I hope to give definite statistics of valu 


thers of our members no doubt hold the views herein outlined and 
hoped that these somewhat desultory remarks may bring out 
valuable discussion 


10 West Fortv-seventh Street. 


Suggestions on Phenol and Ichthyol in External Otitis. J.H.N&! 
son, Jour. A. M. A., March 8, 1913. 


Nelson reports exceedingly good results from the use of a mtx- 
ture of phenol and ichthyol in glycerin in otitis externa diffusa and 
myringitis, otitis externa circumspecta (“furuncle of canal’) aid 
in connection with other treatment as good as in ear-drops in acute 
otitis media, and especially good in otitis externa caused by com 
plicating chronic suppurative otitis media. Tampons soaked in this 
solution and used as packings in connection with 2 per cent boric 
irrigations were used with splendid results in a series of cases 
averaging from 1,000 to 1,200 per month during one year at the 
eye and ear clinic, Colon Hospital, Cristobal, Canal Zone. 











DIFFERENTIAL DIAGNOSIS AND TREATMENT OF ACUTE 
LABYRINTHITIS. 


DR. L. L. HENNINGER, COUNCII LUFFS OWA 


In looking over the recent otological literatu: e are impressed 
with the volume of space devoted to the discussion of the labyrinth 
and allied structures in thx mparatively short sj ime since 
the attention of the medical fraternity has been directed to this par 
ticular field of scientific knowledge by the researches of Janset 
Barany and others 

With the experimental and clinical findings irany in the al 


most unlimited materi it his command in thx rbantschitsch 


Clinic, Vienna, originated the first intelligent conception of the m« 
nism and importance ¢ nvstagmus in vestibul lisease, at his 
liscoveries in this field at once gave impetus fo rther origi 
work along the same line, and this impetus | eed 


ible abatement at the present tim 


To Jansen who first suggested the opening the 

ieans of combatting the further progress « purulent 
of this deeply Situatec oa ( } , ; on 
lged pi er in tl leveloni i the n ' ‘sagt ja. foe 
cay er pioneel in ii aeveloning ' 4 nea a diagno how 
a S » the greate1 redit nd to the ils = due tl] nor ive 
ever, is due the great Cait, alle m < | he homag 
1f the profession for their valuable contributio1 tl nnals of 
tology 

>. ° 
Notwithstanding the wealth of literature on the subject of laby 


rinthitis, the various writers heretofore have signally failed to agree 
ipon a definite attitude and course to pursue once the symptoms of 
this disconcerting complication makes its appearanc« 


Gradually, however, the consensus of opinion begins to crystallize 


into more definite and harmonious knowledge and the ideas:of in 


dividual. observers more frequently: coincide. With the advent of 
better operative technic and more accurate means of dis 
differential diagnosis, grows apace a lower mortality rate and a 
more hopeful prognosis from operative interference where such is 
indicated. 

Acute labyrinthitis may be either of a serous or a purulent na 
ture and arises from an invasion of the labyrinth by some ex 
traneous agent, either toxins or pathogenic germs, and may be 


* Read before the Omaha Ophthmological and Otological Society, Feb 
lary 20, 1912. 
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either diffuse or circumscribed. It arises as a complication in acute 
or chronic suppuration of the middle ear and mastoid, and also dur- 
ing the course of severe general infections, as diphtheria and scar- 
latina. It spreads to the internal ear through the oval or round 
window by direct extension or through a fistula in the bony walls, 
the result of erosion and necrosis incident to the severe suppurative 
process. 

The onset of labyrinthine invasion in typical cases is character- 
ized by certain definite symptoms, modified of course in individual 
cases by the severity of the general symptoms and the character 
of the infective agent. In serous labyrinthitis the onset may be 
sudden or gradual, the temperature may be normal or slightly ele 
vated; pulse usually rapid. The patient often complains of tin 
nitis, dizziness, nausea, and disturbance of equilibrium. The hear 
ing is greatly reduced, but the vestibular apparatus responds to stim 
ulation. Spontaneous nystagmus is present and is directed toward 
the diseased side. This is in the early stages or in mild cases with 

gradual onset. Those cases of sudden onset present a picture 
difficult to differentiate from the purulent type. 

Facial paralysis may exist as a complication and is due to a 
serous exudation around the perineurium or in the nerve itself 
Recovery is the rule. 

The advent of purulent labyrinthitis ushers in a long train of 
symptoms, nausea and vomiting, fever (possibly already present 
from the primal disease), headache, tinnitis (early), deafness later, 
nystagmus, loss of labyrinthine irritability and vertigo. The onset 
is usually sudden and marked by a distinct rise in temperature, 
often accompanied by facial paralysis. ‘The nystagmus is directed 
towards the diseased side at first, but as the disease process ad 
vances and the end-organs of the vestibular nerve lose their func 
tion, the nystagmus is directed towards the sound side. This ac 
tion is explained by some authors as an evidence of increased it 
ritability of the sound labyrinth. The vertigo and disturbance of 
equilibrium continues for several days, and the patient unable to 
assume the erect position, lies on the side towards which the ny 
stagmus is directed, as in this way he experiences less subjective 
sensations from the nystagmus. This is due to the fact that the 
distressing symptoms of vertigo, nausea, etc., are increased when 
looking toward the side of the rapid component, hence in the posi 
tion as stated above he must look away from the direction of the 
nystagmus and the discomfort is thus lessened. All efforts to stim 
ulate the vestibular apparatus by turning, application of the caloric 
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tests, etc., are futile of results. By applying Neuman “Laerm 
apparat” to the sound ear, the diseased ear is found to be incapable 
of detecting the most penetrating sounds. In cases with favorable 
termination the symptoms abate after several days, the subjective 
symptoms disappear and vertigo is only experienced on suddenly 
turning the head. Nature has thrown up protective barriers in 
ten or fifteen days, spontaneous nystagmus disappears and the 
vestibular apparatus passes into a state of latent destruction. 


As a complication incident to a purulent labyrinthitis, meningitis 


may supervene, also a cerebral or cerebellar abscess,—the latter be 
ing by far the most frequent, owing to anatomical structure and 
intimate relation of the parts. Sinus thrombosis by way of the su 
perior petrosa! is not uncommon. 

Cerebellar invasion may be brought about in the following ways 

1). Through the aqueductus vestibulae. (2). Through the aque 
ductus cochlea. (3). By way: of the internal auditory meatu 

t). Porus accusticus internus and internal auditor neatus 
(5). Fistula in the semi-circular canal. 

When considering the course, prognosis, and tendency t ympli 


cations of labyrinthitis, the importance, in my opinion, of the natur 


virulence of the infective agent in relation to the anatomical 
and clinical course of the labyrinthitis has not, up to the present 
time, been properly appreciated. Although investigati 
nection with the microbes concerned with the suppurative processe¢ 
the brain have not been lacking, | have been unable to find mucl 


the literature of the subject that suggests that the histo-pathology 


clinical peculiarities of labyrinthitis are essentially related t 


nature of the bacteria. Thus the diplococci with their charac 
istic peculiarity of producing an abundant secretion of fibrin 
the blood would be more prone to localize the process by throwing 
up the protective banks of fibrin material which contains numerous 
Pp ynuclear leucocytes. 
he existing channels of communication between the labyrinth 
id the brain and meninges are minute and this action in a germ of 
not too virulent nature would in many cases prove effective in stay 
the process. Again, the capsulated bacteria, while none the 
less destructive, are slower in their action and consequently less vio 
lent in onset, giving nature an opportunity to throw up these barri 
cades, which means so much in limiting disease. 
\cute purulent labyrinthitis must be differentated from cerebellar 
abscess, as nystagmus is such a prominent feature in both condi 
tions. According to Neumann, we may assume that if nystagmus 
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towards the affected side exists, it may be due to a beginning o r | 
’ 
cumscribed labyrinthitis or a cerebellar abscess. The irritabilit 
the labyrinth in circumscribed labvrinthitis is frequently stall 
but in this case we would have the fistula symptoms,—increas« 
density or rarefaction of air-pressure produces nystagmiform o 
movements. On another case irritability on irrigation is abolis 
but at the same time nystagmus is produced by direct pressut 
by galvanic current. 
Under these circumstances, according to the same author, a cer 
bellar abscess cannot be excluded prior to an operati 
labyrinth. He performs the con-joint radical mastoid and lab 
peration After the labyrinth operation, the nystagmus, 
the labyrinth must incline towards the norm sic | 10 
11) SUC h i ( Lite the lab in pe on the ro or’ 
sn uld ¢ li ected ) rds ti aiseasc cic i Wwmedia ( 
S 4 ( ebella iWScess Ca ¢ mace S destroyed | 1 | 
uncomplicated ses results in nystagmus towards the sam 
11¢ ied earl this pape that give i. destroved 
\ ivstagmus toward. thi orm side proceeds f1 
)! } | he ] Osi (it | subsec ( ( 
eral ak Stagmus cre ( ) Ss 1i¢ 
sic miust oceed n re anium, owing to 
eit Ss iucle 1S the ery estibuli t the ra 
\gain, give nystagmus t rds the sound sid 
inth not irritabl novemenuts | sem fe 
eithe rom the th oO n the erebellun i ( { 
labyrinth it will subside in the course of few days while 
same time, 1f due to cerebellar abscess, it would be increased 
Baran) in a series of articles representing much origin: ( 
perimental and clinical observation, has proved that in int 
rinthine affections the kinesthetic sense has been in no w 
+] +] taon S 


fered with, the body responding in an orderly way to the nystagn 


|, whereas in cerebellar abscess or tumor there is a mark 
| 


produce 
ie & 


disorder in the motions of the body which accompany t 


1° Nnvctao 
¢ ag 


hus if one produce a nystagmus by turning a normal 


mus ryt 
to the right with his head erect facing to the front, he will fall 
right; if his head be turned 90° to the left, he will fall forward 

so on, showing that the nystagmus is produced in the plan¢ 


particular semi-circular canal which is placed in positon to be stin 


lated by the rotation of the chair, and the direction of falling c | 
: F F , | 
sponds thereto. If the vestibulo-cerebellar tract has been interfered | 


with, for instance in cerebellar abscess or tumor, the direction ¢ 
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falling has nothing to do with the position of the head, falling 


' : 2 | 





always in the same direction. This is a valuable aid 


Barany showed that an interference with the cortex of 
1 


ar substance will produce an abnormal innervation for the point 
ing movements of the extremities. Normally a person in whom 
nystagmus has been produced to the left, will, upon closing the eyes 
and endeavoring to point to some near object whose location has 
been previously determined before closing the eyes, point consider 
ably to the right of it. In disease in the right cerebellar corte 


the right finger wil! point directly at the aforesaid regardless 


of the vestibular irritation, while at the same time in the same pet 
son, the opposite side with intact cerebellum will be influenced b 
the induced nystagmus 


Nystagmus is often found in multiple sclerosis, in Friedri 
ataxia, syringo-myelia, and in the neurotic and hysterical, but 
the differential diagnosis presents no particular diff 
need no further comment than a passing mention. 


Given, therefore, an undoubted diagnosis of acute labyrinthitis 


vhat, in the interest of the patient, is to | 





l l pe our col eo TOCe. ¢ 

Plainly, all.cases are not operative and the trend is towards co 

} 

+ in akon E cernus lahvrinthit 1] : 
servatism. The advent of serous labyrinthitis S the app 
riate mastoid operation, possibly the simple, probably the radical 
following which the patient is closely watched for subsequent m 
festations, testing the functions of the internal ear frequently 


Cases with labyrinthine symptoms following acute mastoiditis o1 


an acute exacerbation of a chronic process should be at once put t 


: bed after the eradication of the primary foci and kept absolutely) 
quiet. This treatment shows a lower mortality record than the for 
mer custom of treating them in many instances as ambulator 
ases. Absolute rest in bed must be rigidly enforced 

During this period meningeal symptoms must be diligently watch 
ed for, according to Kopetzky, and at the first sign f their onset 
the labyrinth operation performed. This practically coincides witl 
the views of Ruttin that although the unfavorable course may not be 

, hecked in the vast majority of cases, nevertheless the timely opera 

| 


on has proved successful in not a few instances even in cases s 
far advanced as to exhibit turbulent and even purulent fluid upon 
spinal puncture. Jansen does not always await meningeal symptoms 
He holds that the caloric reaction has often not disappeared at the 
precise time when the surgeon would have the favorable oppor 
inity of staying the process by surgical interference. However, 


there are few authors at the present time who will advocate operat- 
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ing on a labyrinth whose functions are not absolutely destroyed 
Later developments may modify this view. 

Circumscribed labyrinthitis is to be treated by expectant meas 
ures. The contra-indications to operative opening of the internal 
ear in these cases are based upon the fact, shown by pathological 
anatomy and proved by clinical observation, that in a large per cent 
af such cases where the process is limited to segments of the inter 
nal ear, protective barriers are thrown out to limit further advance 
of the infective agent; thus permitting spontaneous healing. Sur 
gical interference here would be not only unnecessary but absolutel 


unjustifiable and dangerous. 


Sinusitis Frontalis Acuta and Iridocyclitis Acuta. E. KELLNER, 
Monatschr. f. Ohrenh., Heft 2, 1913, p. 237. 

Case of acute suppuration of the left frontal sinus accompanied 
by iridocyclitis of the corresponding side. Two days later suppura- 
tio: in right frontal sinus with right-sided iridocyclitis. Cure after 
five weeks. Kellner emphasizes the necessity for a combined oculat 
and nasal therapy. Ep. 


Prevention of Deafness. \W. SCHEPPEGRELL, New Orleans Med 
and Surg. Jour., Oct., 1912. 

Normal hearing, like other valuable gifts, is rarely appreciated 
until it is lost. In advanced cases of deafness, it is not only 
great disadvantage, barring the subject from many vocations and 
enjoyments, but is also the cause of much unhappiness from a social 
standpoint. Every safeguard should, therefore, be placed around 
this valuable sense, and not only should early symptoms of ear di 
eases be given careful attention, but also affections of the nose and 
throat on account of their influence on the organ of hearing. When 
this shall have been done, it will not be many years before the pres 
ent large ratio of defective hearing shall have been materially re 


duced. A. A. 
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(Continued from page 719 
DISCUSSION OF DR. DOUGLASS’ PAPER. 

Dr. Dovciass said that he fully recognized the danger of presenting 
before this section any cases of cured malignancy, and that he had 
anticipated the very criticism that he had received, and since the cases 
had been so thoroughly discussed he would be willing to substitute the 
term “apparent cure” until time disproved or justified his first claim 

He had never before dared to present a case of sarcoma of the nose 
even as “apparently cured,” but in this case he really felt confident of 
a successful issue, and with a due consideration of all the hopelessness 
about these malignant cases he feels justified in maintaining an optim- 
istic position, and believes that we are going to succeed in curing these 


cases bye and bye. The younger men will do it. 


1. Tumor of the Larynx. 2. Falsetto Voice. By Dr. Groat 

Case 1: Dr. Grocau said that he hardly felt justified in making a 
diagnosis in this case, but simply presented it as a tumor of the 
larynx. The man had been operated upon over twenty years ago by 
Prof. Krause of Berlin, who said that it was analogous to the tumor 
removed from the vocal cord of the Emperor Frederick. Dr. Geitman 


saw the patient some time ago, when the patient was almost unable to 
speak. The tumor apparently the size of a cherry, is situated at the 
anterior commissure right beneath the epiglottis. It looks very vascular, 
bleeds easily at the touch of the probe. Indirect laryngoscopy, pharyngo- 
scopy and also Bruening’s direct laryngoscopy have been tried. The tongue 
is very fleshy and the epiglottis is way back so that it is almost impossible 
to bring the anterior commissure into view. One could only see the middle 
of the vocal cords. He had finally persuaded the patient to enter the 
hospital, and intended to try to remove the tumor by suspension 
laryngoscopy. 


There is some reason to‘believe that it is a recurrence of a carcinoma, 
not only from the history but also from the appearance of the tumor, the 
faci that it bleeds so easily upon being touched, and its apparent extension 
upon the interior of the larynx. He had presented the case as being 
of interest before trying to operate by suspension laryngoscopy, as 
it will probably be the first case of this kind operated in that way. 

Case 2: Young man, 20 years of age, when he first came under 
observation about one month ago he could only speak with a falsetto 
voice. Two and a half years ago his tonsils were removed and he lost 
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his normal voice immediately after the operation, and this condition 
persisted until his present treatment. He has been placed under the 
care of a teacher for vocal gymnastics, and has improved most won- 
derfully. There are not many such cases on record. Dr. Faulkner of 
Pittsburgh is writing a book on the tonsils and the voice. Dr. Glogau 
said that he had read of several such cases in literature. 

One has to be especially careful in advising tonsillectomy in the 
cases of singers, and if there is subsequently a falsetto voice or some 
other change of voice, they may be benefitted by these vocal gymnastics. 

DISCUSSION, 

Dr. QuINLAN asked if this young man was not about the age when the 
voice is expected to change anyhow? 

Dr. GLocau replied that the condition immediately followed the ton 
silectomy and had lasted for three years, and had only improved since 
the voice-training had been instituted. 

Dr. Smitu said that he did not believe that the tumor was malignant, 
that if it was so it probably was malignant some twenty years ago 
when it was first removed, and at that time the patient would have 
been somewhat young to have warranted a malignant growth, though 
this is not a positive argument against it. A malignant pedunculated 
tumor is seldom seen, as he knew there were only three cases on record 
one recorded by Fraenkel, one by Ballenger, and the other by Levy 
The growth had all the characteristic appearances of an angio-fibroma 
The location of the growth argued against the malignancy. He said 
that if the tumor had been malignant over such a long period of time 
more inroads upon the general health of the patient would have been 
made, although there have been cases on record which have gone for 
eight and even ten years without the necessity for major operative pro 
cedures. He thought that if the growth was malignant there would have 
been greater extension of its base to the tissues adjacent, and in this 
case the growth seemed to be attached distinctly to the border-line of the 
cord. As for the removal of the tonsils affecting the voice he believed 
that their removal generally favored improvement rather than otherwise, 
and that in young singers he had never hesitated to remove the tonsils 
providing the existing conditions warranted their removal. He said 
that in old singers who had accustomed themselves to singing wit! 
the presence of enlarged or diseased tonsils he thought the matter shoud 
be considered very seriously before removing them. In the case pre 
sented by Dr. Glogau he believed there was some psychic factor existing 
for the condition of the voice, rather than that the removal of the 
tonsils influenced it. 

Dr. Smith inquired whether it was not the anterior part of the larynx 
which it was most difficult to reach by suspension laryngoscopy. That in 
the article published by Killian, and that read by Freudenthal befors 
the section, the posterior parts of the larynx were mentioned as th: 
easiest to reach, and that the anterior part and anterior commissuré 
was with difficulty brought into view. 

Dr. SipNey YANKAUvER said that in cases which present unusual diffi 
culties suspension laryngoscopy had proved very efficient. They had 
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done several operations on cases with complete stenosis and the arytenoid 
cartilage adherent to the epiglottis, and it was impossible to bring it into 
view, even under a general anesthetic; but with the suspension laryn- 
goscopy, a probe had been passed, and by stretching and dilatation with 
a good sized dilator it had proved easy to examine and manipulate th 
case. The ease with which the parts can be brought into view by means 
of the suspension laryngoscopy is very remarkable and surprising to 
iny one who has not seen it 

Dr. Yankauer said that it was certainly true that the anterior com 
missure was more difficult to observe than the posterior parts, and tha 
was true with every method Suspension laryngoscopy was nothing 


more than an automatic holder for the laryngoscope—the principle is 





precisely the same. The anterior commissure can be brought into 
more easily, however, by suspension laryngoscopy than with dir 
laryngoscopy, because one can have more pressure; one has tie whole 
weight of the patient’s head, and perhaps of the chest, to press the larynx 
down, and the finger can be placed in and force it around, so that ons 
can get a better view. 

Dr. MAcKeEnty said that he had seen several cas of suspension lary! 
goscopy in Vienna during the past summer, with Marschik He did 
not think suspension laryngoscopy gave as good a vie I int 
ommissure as the bronchoscope, so that he was mor r less disappointed 
in the result; at that time he had been using it all summer and thought 
that the instrument would have to be modified befor 1 to b f 
great practical services 

Dr. MAcPHERSON said that he had seen this case s¢ ral years 
and now the growth was much more pedunculated It was a 
subglottic tumor. He had never considered it to be a malignant tumor 
ind would certainly not have said that it was | the Emperor Fred 
erick’s case. 

Dr. LEDERMAN said that he had a ather hurried examination of 


the patient’s throat, and it seemed to him to be a benign tumor of the 


angioma variety Whenever the patient tries to speak he forces th 
growth up between the cords and the latter cannot get together. Ther 
lid not seem to be an infiltration. At one time he caught sight of a mass 


of growth below the cords. 
Dr. Grocav said that the fact that it was apparent 


inc had no apparent infiltration does not dispro 





recalled a similar case which he had seen some time since and 
turned out to be malignant. Dr. Smith himself had said that a malign 
growth might remain for years in the same state without involving 
ther structures. In the case of the boy he teo first thought that it 
night be a natural change of voice, but it came so suddenly and 
followed immediately the removal of the tonsils-and lasted until threes 
weeks ago when he was put under vocal training, that it did not seem 
to be due to some psychic condition But in any event, if such a 
hange of voice should occur after a tonsillectomy or tonsillotomy it 
would seem to be well worth while to try the vocal training which had 
done so much in this instance 
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Report of a Case of Phlegmon of the Epiglottis. Dr. M. D. LEDERMAN 
(To be published in a subsequent issue of THE LARYNGOSCOPE.) 
Dr. GLocau asked if there was any history of foreign body, and received 
an answer in the negative. He then cited a somewhat similar case, 
caused by a foreign body. 


Removal of Foreign Body from Left Bronchus. Removal of Foreign 
Body from Esophagus. Removal of Foreign Substance from Both 
Bronchi. Dr. SiIpNEY YANKAUER. 

The first specimen was removed from the left bronchus of a boy of 
5 years, who gave the following history: For four weeks he had had 
a cough with profuse expectoration and intermittent fever. Examination 
showed physical signs of consolidation and effusion on the left side; 
he had an evening temperature of 104 which came down in the 
morning. He remained in the hospital for a week, during which time 
the acute symptoms disappeared, but the physical signs did not clear up. 
A radiograph was taken and showed the presence of a foreign body on 
the left side, outside the mammary line. The parents were sent for, 
and upon questioning gave the history of the inhalation of a foreign 
body some five weeks previously. They had sent for a doctor but 
he thought it had passed down into the stomach and they had given 
the matter no further attention. This was the second case in which 
a foreign body was discovered without any previous: history. In this 
case it happened that the substance was of a nature to give a dense 
shadow; in the other case it was a soft bone and gave no shadow. 

On passing the bronchoscope the left bronchus was found filled with 
granulation tissue. After working around, a good deal of pus was expelled 
and the foreign body was seen and removed The boy made 
recovery in about a week. 


a good 


The second case had a somewhat similar history. The child was 
« years of age and was eating walnuts; he ran across the floor and 


fell; he began to cough and became cyanotic. A doctor was sent for 
who thought he was suffering from diphtheria and gave antitoxin. Th¢ 
cyanosis disappeared, but the attacks of coughing continued, and the 
cyanosis returned several times a day. After two weeks these attacks 
became so bad that the cyanosis was accompanied by convulsions. A 
laryngologist was then consulted who referred the case to Dr. Yankauer 
The patient was anesthetized and the instrument passed, but the trachea 
was so swollen that it was difficult to pass a small tube, but this 
was eventually successful, and several small pieces of walnut meat were 
found and removed. From previous cases of this kind it was suspected 
that there might be other pieces which had escaped observation. The 
examination was difficult as there was a great deal of swelling, but 
eventually with the aid of cocain and adrenalin the left bronchus 
was thoroughly cleaned out and the child made a good recovery. 

In the case of the foreign body removed from the esophagus, thé 
patient gave a history of eating chicken and suddenly feeling something 
solid in his mouth, which slipped down his throat. He immediately began 
to gag and vomit. He went outside and while bending over a basin his 
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ceeth dropped out and disappeared. Eventually, as he thought, the piec« 


of bone went lower down in his throat and stuck, and he had a good 


deal of pain and was unable to swallow. In brief, the 


history was that 
of swallowing a piece of bone while eating. On 


introducing a short 


esophagoscope, the obstruction was seen way down to the narrowing 


of the esophagus, but with a longer instrument some twelve or fourtee1 


inches from the teeth a glistening white particle was found. This was 


grasped with the forceps and withdrawn with the esophagoscope as far 
as the cricoid when it slipped back. The esophagoscope was again 
introduced and the same thing occurred a second and a third tims 
fhen the esophagoscope was again introduced and the foreign body 
seized by the bulb portion and brought up to the cricoid region, but 


even then it could not be brought out. There was a good clutch on the 
body, however, and by holding it firmly against the contracted muscle 


ind overcoming the spasm, it was finally brought out It 


proved to 
be a part of the tooth-plate, which had evidently been cracked off 


while he was eating. After removing the foreign body the patient was 





to bed for twenty-four hours, after which the pain and swelling 





lisappeared and he went home 
DISCUSSION, 
Dr. SMirH said that he wished to congratulate Dr. Yankauer upon the 
success of his work. He.would also like to know where Dr. Yankauer 
vas able to secure sO many and such a wide variety of 


il 


in his hospital there had been comparatively few 


cases He said 
foreign-body cases 
and that the most of them were successfully removed He said that 
of his own cases of foreign-body in the esophagus, the five-cent 
piece which was swallowed continued to precede the operative measures 


That when the case was brought to the hospital the x-ray showed th 


oin to be in the upper part of the esophagus. He examined the 


esophagus 


first with a short instrument, and then with one sufficier 


ntly long to go int 


he stomach, but could find no evidence of the body The second picture 
howed the coin to be in the small intestine and the third in the rectum 
‘he fourth picture was unnecessary. Dr. Smith said that it was 


vell-known fact that the meat of a nut created more disturbance than 


iny other foreign body, particularly that of the peanut That there 


as great liabiiity to pneumonia in these cases, and that Dr. Yankauer’s 
ethod of evacuating the lower part of the bronchi by suction was one to 
commended. 

Dr. MacKrenty said that the cases reported by Dr. Yanka 


ler were cer 


1inly most interesting. He then told of an instrument in his possession 


i 
tended for cutting in two a false tooth or other foreign body which 


ll not come through. It was very small but a very strong cutting 


strument, and he hoped some time to have a false tooth case upon 
hich to prove its merits. 

Dr. Mirter inquired whether any other means of removing the foreign 
dy had been tried before the bronchoscope. On being informed that 
) means had been employed, he said he had removed a wishbone after 
ree weeks’ lodgment in the right bronchus of a boy, by simply placing 
im head downward with percussion on the back. The entire side of 


wishbone was extracted by placing one fist over the boy’s back and 
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hitting it a sharp blow with the other fist, the first hand being placed 
as nearly as possible over the location of the retained bone. The boy’s 
body was brought over the side of the bed with arms and head touching 
the floor. This was three weeks after the bone was swallowed while N 
eating a piece of the breast of chicken during the telling of a joke by 
his brother. A shoe-button and a ring, which could not be seen, were 
dislodged by hanging the patients by their knees over the end of a 
brass bedstead and when they had drawn a full inhalation, a sharp 
blow was given the fist placed over the chest at the site of the bone, 
by the other fist. The button came as if it had been shot out of the 
patient, who was 7 years old, and had put the button which pulled off 
while attempting to polish his shoes, in his mouth, and had accidentally 





swallowed it. The child of 4 had swallowed a ring, which had fallen to 
the floor under a rocker and had been crushed out of shape. The mother 
tried to make him spit it out, but he tried to release it and in the 
frantic struggles of the mother it disappeared down below the point of 
feeling for it. In this case, three sharp blows on the sternum, and a 
sudden pull on the tongue dislodged it. These remarks in no way should 
deter anyone from using the bronchoscope so skillfully as doctors you 
know can, but we should give simple measures a chance. 

Dr. QUINLAN told of two instances in which he had removed the shel 
of a peanut from the bronchi by similar means as those described b3 
Dr. Miller, by slapping the patients on the back and chest. The old-tim 
ready-to-hand methods will often serve effectively. A few days pre- 
viously he had seen a boy who had swallowed a small stopper which 
irritated his throat, but which was removed with an applicator. 

Dr. Yankauer, however, had certainly done most excellent work for 
which he deserved a great deal of credit. 

Dr. SMyTH cited the case of a child of 3% years, who seemed to have 
the foreign-body habit. The little girl had previously swallowed and 
retained for varying lengths of time, an intact grape, olive-stone, and 
shoe-button. Her last effort had been a penny, swallowed seven months 
before and located by the x-ray in the esophagus opposite the sixth 
dorsal vertebra. A Jackson tube was introduced, but before the penny 
had been located the light went out and could not be renewed, and 
then the foreign body was quickly and easily removed with the coin 
catcher. The tube was the approved method, but the coin-catcher was 
simple and satisfactory. 





Dr. YANKAUER, in closing the discussion, said that in one of thes 
cases the foreign body cast no shadow. In the other case there was a 
great deal of swelling around the foreign body and there was no tim 
for delay. He thought that while such methods as those described by ; 
Dr. Miller and Dr. Quinlan would be quite proper at the time of occurren< 
that where they have not proved effective there was no question about th 


value of the bronchoscope. 


Nemonstration of a Combination Pressure and Air Pump. Dr. SIDNEY 
YANKAUER. 
DISCUSSION. 
Dr. MILLER said that the instrument had been very greatly improv 
since he first saw it. The idea at first was to wash out the tonsils 
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but this was finally given up as impractical. First, he tried the usual 
dentist basin suction syphon, but that not being strong enough, he tried 
circulation of medicated solutions through a continuous double flow 
by a reservoir placed six feet above the patient. He also had the 
opportunity of trying a pneumatic electric carpet-cleaner, whose suction, 
however, was too strong. About this time it became necessary io try some 
operatic voices with sprays but found none continuous or strong enough 
until he explained his idea to Mr. Sorensen, who created a very small, 
yet reliable, electric pump with double cylinders, which was not only 
continuous but was able to produce just the right suction for tonsil and 
mouth moistening as a relief and cure for tonsillar disease. This machine 
was carried to Philadelphia for exhibition at the American Triological 
Society, May 13, 1913. It is so light in weight and small in size that | 
called it “The Midget,” a suggestion that Mr. Sorensen was kind enough 
to apply to this beautiful, yet practical! mechanism. It is in nowise like 
the Wappler pump, not but what the Wappler is good I congratulate 


Dr. Yankauer for giving it the needed boost it Ceserves 


Presentation of a Tonsillolith. Dr. Rene H. Ht 
Male, aged 55, consulted me for a sore throat which had existed fo 
five days. Fifteen years ago he had had a similar sore throat, otherwise 


had always been in good health No gouty or rheum: history Ex 





amination showed edema of right tonsillar area and soft palat bulging 


of right lateral pharyngeal wall, and large, suppurating glands on same 





side of neck. Puncture of the pharyng abscess evacuated about ten 
ounces of pus. Next morning, the edema of the right tonsillar area per 
sisted, but the pharyngeal abscess had somewhat subsided Patient, in 
addition, complained of “hot piece of steel at root of tongue’ on right 


; ‘ *¢ " . ing vie 7 y 
side. Palpation revealed no hard mass. Several suppurating glands on 


the side of the neck were removed the same day The next morning 
while gargling, the patient felt a sudden sharp and severe pain, fol 
lowed by a loose mass in the mouth, which he thought was a tooth. This 
mass was saved by the head nurse for examination Immediately after 
this, the patient was able to swallow without pain The site of exit of 
the stone was at the junction of the right anterior tonsillar pillar and root 
of tongue; it was easily seen and probed. The stone was not chemically 


examined. It weighed 11 grains, was 20 mm. in length by 6 to 9 mm 
vide, and 4 to 6 mm. thick 
DISCUSSION 
Dr. Qurntan asked if he had understood correctly that several glands 
had been removed from the neck, and upon receiving a reply in the af 


firmative said that in an ordinary case of quinsy these are not usually 


ippurative glands in the neck, and he thought the removal of such 
glands was unnecessary at such a time, as it produced unnecessary 
nnoyance to the patient and would leave an open wound which was 


iable to subsequent infection. 
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Dr. Huvatie replied that the gland-wounds were practically healed 
in three or four days without any infection and they were removed be 
cause they were suppurating 


Some Observations on the Voice Before and After Surgical Procedure. 
Dr. FRANK E. MILLER. 
DISCUSSION, 

Dr. WILLIAM KELLy Simpson: The discussion of this subject permits 
of its being approached from at least two viewpoints. First, from a mor 
intimate and technical standpoint, wherein are considered not only the 
general relation of muscular action in the control of voice sounds, but 
also the closer relationship of certain muscles, groups of muscles, and 
resonance cavities in their special jurisdiction over vowels, consonants, 
and their various combinations. In fact, we may say that the study of 
voice-production is, to a great extent a study of muscular action, and those 
whose vocation it is to teach voice-production, must have these anatomical 
combinations at their command. 

I always recall with amusement the ignorance displayed in this re 
spect by a certain teacher of singing who, in looking down the mouth 
of a pupil who was somewhat hoarse, said: “Ah, yes; I see that your 
vocal cords are somewhat congested this morning.” How easy! 


The study of voice-production, or its correction, hardly comes within 


the domain of laryngology. It is a study in itself, yet the laryngologist 
must stand guard over the physical well-being of the voice, going far be 
yond the mere mechanics and local conditions. His is no restricted area 
Voice hygiene and general systemic conditions must alike be duly con 
sidered by him. 

And this brings me to the second point of view of the discussion, viz., 
the relation of surgical operations in the upper respiratory tract to the 
improvement of voice-conditions. This is a subject of great magnitude 
and concern. It is the phase of the discussion which concerns most of 
us as practical laryngologists. 1 cannot enter into a minute discussion of 
operations on isolated areas and their effect on voice-correction. The r¢ 
lation of surgical operations to voice-improvement may be viewed in twé 
ways. First, in those persons who have decided imperfections in voit 
due to some pathological condition. This may be found in the larynx it- 
self, from the numberless conditions arising there which interfere with 
the voice; or we may have the various mechanical obstructions or hin 


drances to good vocal production, as seen by enlargement of the lingua 
or faucial tonsils and the adenoid tissue in the naso-pharynx, cleft palat« 

or in some marked intra-nasal condition, as seen in nasal polypi, unusua 
hypertrophy of the nasal mucous membrane, or markedly deviated septa 
It goes without saying that removal of these conditions will have its effect 
in voice restoration and often without any turther training as iar as 
ordinary voice is concerned. 

But when we are called upon to improve the true qualities of th 
singing voice by surgical interference, unless these morbid conditions 
exist it is, I should think, a matter in which we should be very carefu 
in promising too much improvement, for we must remember that the per 
fection of the singing voice necessitates more than the mere mechanica 
ability to sing. There must also be a musical intelligence possessed by} 
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the singer, a knowledge of the proper breathing, proper use of the sing 


f 
ing mechanism, and musical interpretation as well. It is, indeed, difficult 
to produce a singing voice unless one already exists Sometimes our 
efforts in surgical interference may produce an opposite effect from the 


of the resulting ad 


one desired. This, I think, may be seen in som 


hesions and deformities following too rigorous attempts in tonsillectomy; 
and when this operation is performed on the person of a singer, great 
care and caution should be exercised in its performance I am not in any 
way deprecating any attempts in preserving or improving the singing 
voice, but rather welcome any effort in that direction. Neither the laryn 
gologist nor the vocal instructor can work alone; they must supplement 
each other and each should acquaint himself a little beyond his specialty 
Keeping the singing voice in order is one of the first problems alil f 


the laryngologist and the vocal teacher, and each should yield to the 


ier in those points which do not come within his immediate domain 
Dr. W. S. Bryant said that Dr. Miller was very much in earnest in his 


endeavor to bring order out of chaos and put our ideas in regard to 
voice production on a scientific base. As he understood Dr. Miller's 
scheme, the various resonators were divided into groups, beginning in 
the nose and ending with the floor of the pelvis. These resonators are 
called autonomies, whatever that may mean. The theory is that certain 
organs act as resonators independently of all others. They are supplied 
by special nerves and muscles and act independently of the other resona- 
tors. This scems reasonable and removes much of the clouds which hang 
jut the mechanics of voice production, and is a great step forward in 
scientific understanding of the subject. 
Dr. CHAMBERS said that certainly the young lady who had just sung s¢ 
iutifully owed much to Dr. Mitchell, and that many persons would b 
ost willing to wear an artificial palate if it would enable them to d 
vell. 
He was very glad to hear Dr. Miller speak of the function of the tonsi 
d of its capsule. Tonsillectomy is the fad for the moment in th 
exuberance of their enthusiasm some operators remove tonsils which had 


ter been unremoved. 


km. HARMON SMITH said that just as he was entering the room, Dr 


ller had referred to the fact that the patient who had just beer 





ted had been a patient of his, and that an operation had been per 
med upon the middle turbinate. He wished to correct the impression 
to the nature of the operation, as he had performed a submucous r¢ 
tion and had not touched the middle turbinated structure at all, that 
re had been considerable vaso-motor rhinitis subsequent to the opera 

and that he had endeavored to reduce this condition by palliative 
atment, feeling convinced that subsequently ample room would be af- 
ded for respiration after correction of the nasal deformity, but tha 
patient had been irregular in his attendance and had finally discon- 
ied his visits altogether. 


’r. Smith said that he was absolutely opposed to the indiscriminate 
oval of any of the mucous membrane from the nasal cavities and that 

held inviolate the turbinate structures as long as there was any hope 
ducing them by other than surgical means. 


(To be continued. 
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The Eustachian Tube in Chronic Aural Suppurations. Dr. Smpney Yank 
AUER. 

The performance of any operation with the highest degree of skill d 
mands an excellent technic and a knowledge of the anatomy, not only as 
it is given in text-books but also as we see it in the living patient. 

Technical skill is not so much a matter of the sense of touch (althou 





an operation, such as I am going to describe to-night, is performed b 
what is called the sense of touch) as it is a matter of muscular sens 
tion in the muscles of the fore-arm and hand, and as these muscles a1 
developed differently in each individual, the muscular sense cannot b 
described. For this reason I have brought with me an anatomical spec 
men of the ear upon which I shall perform the operation. 

In text-books the Eustachian tube is described as consisting of 
cartilaginous and a bony portion, but from an anatomical, histologica 
and clinical standpoint the cartilaginous portion belongs to the nas 
pharynx and bony portion to the middle ear. 

The sharp transition between the floor of the bony tube and the flo 
of the middle ear largely disappears when the anatomical specimen is 
viewed in the normal position. For this reason I have suggested that 
the bony portion of the tube should be called the pre-tympanum to 
respond to the epi-tympanum and the hypo-tympanum (illustrated on th 
blackboard}. 

I 


t has heen shown by Siebermann, Bondy, Heath and others, that 


limited number of cases of chronic aural suppuration can be cured bs 
-onservative-radical operation, which aims to restore the middle ear t 
a normal condition, and which must be considered successful only wh 
it is followed by closure of the perforation in the drum membrane; 
if the drum membrane remains open, a discharge from the ear wi 
variably persist or recur from time to time. When the Eustachian 
is open, perforation of the drum facilitates the passage of air fron 
nose into the ear during swallowing, blowing the nose, sneezing, co 


ing, etc. When the drum membrane is closed it is very difficult t« 


particles of mucus into the ear, or even to inject fluids into the ear for 
therapeutic purposes by blowing them through a catheter. It is the d 
membrane which protects the middle ear from infection from the nas 
pharynx. ‘Therefore, in all cases of chronic suppuration in which 
storation of the drum membrane is impossible, the Eustachian tube 

be closed. This fact has long been recognized by otologists, and a 
radical operation is not considered complete, nor will it be successful 
except in a minority of cases, unless the Eustachian tube is closed 


What the speaker has done has been to devise an instrument by whi 


the Eustachian tube can be closed without performing the radical 0] 
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tion, believing that thereby a considerable percentage of cases will be 
cured, and his experience with the closure of the tube in this manner 
during the past six years has been that sixty per cent of all cases, 


as 


they present themselves in practice, are permanently cured 


red by this meth 
od. 


The fact that only sixty per cent are cured does not limit the indi 


cation for this operation to those cases in which it might be expected to 


accomplish a cure, for, even if it is known that the radical operation 
must subsequently be done, if the Mustachian tube has previously been 
closed, the infection of the ear will be diminished and the 


radical opera 
tion-wound will heal more kindly. 


If this were an operation which re 
quired a general anesthesia, and was followed b 


y a period of rest in bed, 
one would hesitate, perhaps, to advise it in cases which seemed to bs 
unsuitable for it, but as it is performed painlessly under local anesthesia 
and without unpleasant after-effects, it is justifiable in all cases 

The healing of any suppurative process requires the 


infectious agent, the bacteria, and the removal 


removal of the 
of the products of dia 


ease, the dead tissue, and the secretions. Moreover, the return of the 


bacteria must be prevented permanently, and the removal of the diseascd 
products must be made continuous by perfect drainage. As the original 
source of infection in aurai suppuration is the naso-pharynx, and as this rs 
gion cannot be kept permanently free from infectious agencies 


of 


, the closure 
the Eustachian tube is indispensable for the prevention of re-infection 

The fact that a certain number of cases of chronic suppuration- heal 
spontaneously, is evidence that efficient drainage can be established by 
nature, and the fact that cases spontaneously healed almost invariably 
show a sclerosis of the mastoid bone, and that in many of them the 
ossicles have disappeared, proves that spontaneous healing occurs even 
when the bone has been profoundly diseased. By a study of these cases 


e obtain our indications for the conservative treatment of 


the diseass 


Cases in which the amount of disease in the middle ear and mastoid cells 
slight, get well quickest after closing the Eustachian tube Cases 
vhich the drainage from the middle ear and mastoid cells is inefficient 
ill never get well until such drainage is established by surgical inter 


ference. In my own cases the time required to establish healing after 


closing the tube has varied from a few weeks to eighteen months; th 


average of all cases being six months. 

The anesthesia for the operation is produced by making an application 
of 20 per cent cocain, containing a little adrenalin, to the middle-ea1 
cavity and to the pre-tympanum by means of the ordinary applicators 
The pharyngeal side of the isthmus must also be anesthetized by apply- 
ing the same solution by means of the Eustachian applicator through the 
catheter. 

Closure of the tube is not always accomplished after the first curette 
ment. The reasons for such failures are: first, inefficient curettement; 
second, adhensions of various kinds in the middle ear (diagrams made 
on blackboard); third, suppuration within the canal for the tensor 
tympani muscle. The canal can be opened and the muscles scraped out 
means of the same curette. 

It is sometimes necessary to remove the ossicles to obtain healing. The 
indications for ossiculectomy are necrosis of the ossicles, necrosis of the 
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cuter attic wall, polypi originating in the attic, and the removal cf th: 
achesiuns referred to previously. After organic atresia of the Mustachian 
tube has been established the ear is entirely independent of any changes, 
acute or chronic, which may take place in the naso-pharynx. The cure 
oi the middle-ear suppuration has been unaffected by the attacks of acute 
rhinitis, acute suppuration of the accessory sinuses, ozena, nasal-polypi, 
etc. 

The after-treatment is the same as the usual conservative treatment of 
middle-ear suppuration. When organic atresia of the isthmus has been 
successfully accomplished certain important changes of atrophic nature 
take place in the middle ear. Granulation tissue shrinks rapidly and 
polypi lose their tendency to recur, adhesions which have been cut do 
not unite again, the inner tympanic wall becomes pale, dry and leathery 
in appearance, and the perforation of the drum membrane never becomes 
smaller, but on the contrary, grows larger, so that after a few months all 
that is left of the drum membrane is a narrow white band attached in 
the annulus tympanicus. (Demonstration of operation on anatomical 
specimen.) 


DISCUSSION, 

M. B. GLEASON: Dr. Yankauer has demonstrated a method of closing 
the Eustachian tube which is probably feasible and safe in the majority 
of instances, but the proximity of the carotid should be borne in mind 
In cases where I have inadvertently torn the lateral sinus, the rent has 
been caused by a spicula of bone and not an instrument. It would seem 
that when the artery was weakened, as the result of syphilis, or when 
the bone was necrosed or simply thin and fragile that there would be 
danger of wounding the carotid by this method of operating. 

It is a well-known fact that within the nose, synechia occurs from 
simple contact of inflammed and swollen mucous surfaces. Probably the 
epithelioma disappears by pressure necrosis under such circumstances 
and the granulating surfaces then fuse together. The same thing som 
times occurs within the tympanum and probably also within the Eus 
tachian tube, judging by the frequency of strictures seen in anatomical 
specimens when the drum had been destroyed by disease. When Neu- 
mann was demonstrating his method of performing the radical mastoid 
operation in Philadelphia a few years ago, I asked him what he did wh« 
he failed to close the tube. He answered that he first tried strong solu 
tions of silver nitrate and that often this procedure was successful. 

I should like to ask Dr. Yankauer if after the closure of the tube, the 
median wall of the tympanum finally became, as it is sometimes called 
“epidermized” with consequent great impairment of hearing, as after 
radical mastoid operation. 

Dr. Geo. W. MACKENZIE: We have listened to Dr. Yankauer’s able talk 
and demonstration on “The Management of the Eustachian Tube in Chr 
ic Aural Suppuration.’”’ Those of us who have heard both Mr. Heath last 
summer at Boston, and Dr. Yankauer here to-night cannot help but com 
pare the attitude of these two authorities on the subject of chronic aural 
suppuration. On the one hand Mr. Heath claims to be able to cure prac 
tically all cases of chronic middle-ear suppuration by the route of the 
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mastoid antrum, and with excellent results as to hearing, 
hand, Dr. Yankauer modestly claims to be able to cure 


on the other 
a fair percentage 
by the opposite route, i. e. through the Eustachian tube. 

At the meeting of the International Otological Congress no one ap 
peared to have been able to get Mr. Heath to commit himself definitely on 
anything, especially on the indication for his operation; while to-night, 
Dr. Yankauer in a concise and definite manner has pointed out to us the 
etiology and pathology of the factors which make for chronicity 
of middle-ear suppuration. 


in Case 


It is my belief that there is a definite place for each of these operations, 
the choice of which depends upon the diagnosis, and only that diagnos: 
which comprehends every feature of the suppuration, i. e. the locatior 
and character of the complication, or complications which tend to muk¢ 
the suppuration chronic. 

I believe that Dr. Yankauer has hit upon an excellent idea for th 
treatment of a great class of chronic suppurations, and deserves every 
possible credit for his masterly efforts. I should like to ask Dr. Yank 
auer if, in those-cases of closure of the Eustachian tube with new-formed 
membrane, he would advise his method of operation It is in these 
cases that we not infrequently find associated cholesteatoma. I should 
also like to ask Dr. Yankauer if he has ever tried infiltration-anesthesia 
of the osseous external canal, as practiced successfully by Neumann and 
others since, in operations upon the middle-ear, notably ossiculectomy. 

Since having been instrumental in bringing Dr. Yankauer here I wish 
to thank him personally for his coming, and for his very able and in- 
structive discourse. 


Dr. Geo. M. Coates: I have been much interested in the work of Dr 
Yankauer on the Eustachian tube, and have listened to his paper with 
much profit. We all know that a radical mastoid operation will fail of 
complete success in giving the patient a dry ear if the Eustachian tube 
remains patent, and therefore we endeavor to close it permanently at the 
time of the operation, sometimes successfully, and sometimes with partia 
or complete failure. In these cases the Yankauer operation gives us a 
chance to complete the cure at a later date. Following the same line of 
study it is evident that many of our cases of chronic suppurative otitis 
media, where there is not too much caries and where the mastoid is not 
seriously involved, may be cured by closure of the tube without resorting 
to the radical operation, and this is a condition very much to be desired 
I have not used the Yankauer instruments, but with improvised ones 
have a number of times succeeded in effecting a permanent closure of the 
tube, and a cure of the middle-ear disease. At any rate, the Eustachian 
tube is of very little, if any, value where the membrana tympani has a 
large perforation, its only function being then that of an accessory aid 
to drainage. The hearing of these cases, in my experience, may be im- 
proved by operation, but is frequently made worse. A dry ear has fre- 
quently less hearing power than when it was discharging freely. 

Replying to Dr. Gleason Dr. Coates said: We obtain a dry canal with 
perfectly leathery appearance. Owing to its toughness and elasticity it 
would be difficult to injure the carotid artery, even though the canal be 
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necrosed. No accidents have occurred in any of my cases. Dr. Allport 
uses a burr and engine and has never known an injury to the artery. 

Hearing is tested only by speech prior to operation, after thorough 
cleansing and drying, and after operation. At this time little change in 
hearing—no diminution. In two cases, decided improvement, not the re- 
sult of curetting, but from cutting adhesions of ossicles. 

When drum membrane was perforated for many years, adhesion of 
ossicles and sound conveyed by bone and round window, and when latter 
obstructed by adhesions, no low notes. 

Reaction following operation—swelling, discharge from ear, first thin 
and then muco-purulent, finally watery mucus. After weeks secretions 
usually disappear. 

All cases had been under treatment at our own or other clinics for 
years. In one case of oral polyps after clearing and closing, tube became 
dry and has so remained. No matter what the nasal condition, colds, 
influenza, polyps, ete., once the tube is closed, the ear never becomes 
involved. They do not get immediately well—average time six months: 
one case not until a year longer; time depends on condition of drainage 
and extent of disease. If small portion of middle ear is diseased—cure 
rapid; if necrosis of ossicles,—then longer; if necrosis of mastoid and 
sequestrae,—never cured until] radical mastoid operation. 

Help nature by ossiculectomy, remove outer wall to favor drainage, 
then open antrum through external canal. 

In answer to Dr. Mackenzie’s question: I have never tried the infiltra- 


tion anesthesia. 


Submucous Resection of the Nasal Septum with Report of One 
Hundred Cases. Horace TT. AyNeswortu, Jour. Ophthal. and 
Oto-Laryngol., Feb., 1913. 

The results obtained as to nasal breathing were good in every one 
of the series, with one or two exceptions. The tonsils and adenoids 
are removed subsequently if necessarily. 


The tendency to catch cold was improved or done away with, as 


a rule. Ear affections were favorably influenced. Six cases 0! 


tuberculosis and suspects in incipient stage were operated-with de- 
cided benefit in each one. Two epileptic cases were greatly bene- 
fited, the third one since died in a paroxysm. 

The majority of cases having associated stomach trouble expert- 


énced relief. STEIN. 





